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THE ANATOMY OF THE PELVIC SUPPORTS. 


In women, the pelvic organs are supported 
by two layers of tissue, the pelvic fascia 
and the levatores ani muscles. These two 
layers differ histologically and physio- 
logically. 

The pelvic fascia. This forms a sheet of 
tissue across the cavity of the true pelvis, 
perforated for the passage of the urethra, 
the uterovaginal junction and the rectum. 
It is thickened and reinforced in certain 
situations to form the pubocervical, the 
cardinal and the uterosacral ligaments. 
The pubocervical ligaments pass from the 
back of the pubic bones and symphysis 
pubis, surround the upper urethra and are 
inserted into the front of the supravaginal 
cervix and into the anterior aspect of the 
vault of the vagina. They have the base of 
the bladder as a superior relation. The 
cardinal ligament of each side arises from 
the fascia overlying the origin of the obtu- 
rator internus muscle from a broad attach- 
ment and passes medially to be inserted 
into the supravaginal cervix and the lateral 
aspect of the vault of the vagina. At the 
point of insertion it has become a thick 
fleshy mass of tissue. The uterosacral 
ligaments arise from the back of the supra- 


vaginal cervix and the back of the vault 
of the vagina and pass backwards, sweep- 
ing around the pouch of Douglas and the 
rectum to be inserted into the front of the 
sacrum. These ligaments are composed 
mainly of fibrous and elastic connective 
tissue, but they contain also a moiety of 
smooth muscle fibres. The cardinal 
ligaments are further strengthened by the 
passage in them of the uterine vessels, 
lymphatics and nerves. 


To these ligaments is ascribed usually 
the function of chief supports of the uterus 
and bladder. Surely this is an anatomical 
improbability. In no other part of the 
body is such a major activity assigned to 
fibrous tissue alone. Even in such a 
structure as the knee-joint, equipped as it 
is with a wealth of ligaments, strength and 
stability are maintained by the associated 
muscles. Weaken these muscles by 
atrophy, dystrophy or neuropathy, and the 
joint becomes unstable. Consider the 
abdominal viscera. These are maintained 
in their normal positions mainly by virtue 
of their individual and peculiar shapes, 
but only in the presence of good tone in the 
muscles of the ventral abdominal wall. 
Reduce this tone in any way, and the 
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organs sag downwards and forwards, 
elongating the ligaments which have always 
been regarded as completely suspensory. 

It is suggested in this paper that these 
condensations of the pelvic fascia, the so- 
called pelvic ligaments, are only the 
secondary uterine and vesicalsupports, that 
they are but guy ropes, which steady the 
organs in space, and that, without muscu- 
lar support, they elongate and attenuate 
as readily as does any other unsupported 
ligamentous structure in the body. — 

The levatores ani muscles. These 
muscles are the only true supports of 
pelvic viscera. In Gowland and Cairney’s 
Notes on Anatomy, the chief textbook on 
anatomy used in New Zealand, the follow- 
ing description of the muscle is given: 
‘‘ This muscle of the upper stage is derived 
from the muscles which formerly acted on 
the tail. In tailed mammals there are three 
such muscles, one arising from each of the 
three parts of the os innominatum, and all 
inserted into the skeleton of the tail: 

(a) The ischiococcygeus is an abductor 
of the tail. In man it is a degenerated 
muscle, triangular in shape and co-exten- 
sive with the sacrospinous ligament, on 
the ventral surface of which it lies. 

(b) The iliococcygeus, and 

(c) The pubococcygeus are both flexors 
of the tail, and the two together form the 
muscle known as the levator ani. This 
muscle forms, with its fellow of the opposite 
side, a somewhat funnel-shaped muscular 
floor of the abdomino-pelvic cavity. It 
resembles a hammock, and is comparable 
to the diaphragm, which forms the roof of 
the same cavity. Taking origin from the 
ventral and lateral walls of the pelvis, the 
fibres of the muscle pass downwards and 
medially, with a varying degree of inclina- 
tion backwards, to be inserted into the 
coccyx and the anococcygeal raphe. This 
last is a fibrous band stretching from the 
coccyx to the perineal rectum and is con- 


sidered to be the remains of the skeleton of 
the tail. The right and left halves of the 
muscle are thus arranged in the form of a 
horseshoe, and between them is an antero- 
posterior cleft through which pass the ter- 
minal parts of the alimentary canal and 
genito-urinary passages, to reach the lower 
stage of the pelvic floor, 

‘‘ The iliococcygeus is a thin flat muscle, 
often showing signs of degeneration. In 
tailed mammals it originated from the 
pelvic brim (iliopectineal line), but in man 
its origin has sunk down on the lateral 
pelvic wall, to be attached to the sheath of 
the obturator internus muscle along a line 
from the ischial spine to the obturator canal. 
In other words, the upper part of the muscle 
has degenerated into fibrous tissue which 
has fused with the sheath of the obturator 
internus. 

“‘The pubococcygeus, although narrower, 
is much thicker than the iliococcygeus, and 
is, in fact the most imporant part of the 
levator ani. It originates from the pelvic 
surface of the os pubis, along an oblique 
line from the obturator canal to the lower 
border of the symphysis. Its fibres pass 
almost horizontally backwards, at the side 
of the prostate in the male, and of the 
vagina in the female, to be inserted in three 
parts as follows: (a) The pubococcygeus 
proper, into the coccyx and the ano- 
coccygeal raphe. (b) The puborectalis 
which becomes continuous with the cor- 
responding part of the opposite side, dorsal 
to the perineal rectum. It forms a muscu- 
lar sling around the rectum and emphasizes 
the angle between its pelvic and perineal 
parts. (c) The pre-rectal fibres pass 
ventral to the perineal rectum to be inserted 
into the perineal body. 

‘“‘ The puborectalis and prerectal parts of 
the muscle therefore surround the perineal 
rectum, and some of their fibres are 
directed downwards to be inserted into the 
dermis of the skin round the anus. These 
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fibres blend with similarly directed fibres 
from the nonstriated longitudinal coat of the 
rectum, and both sets of fibres pass partly 
through the sphincter ani externus, and 
partly between it and the sphincter ani 
internus.”’ 

Not every writer would agree with this 
description. They differ as to the extent 
to which the muscles unite with each other 
in the midline. Curtis, Anson and Ashley 
in Arthur Hale Curtis’s Textbook of 
Gynaecology describe three points where 
the two levatores ani so fuse with one 
another. They describe the puborectalis 
and prerectal fibres in much the same way 
as do Gowland and Cairney, but they also 
describe a fusion of pubococcygeus muscle 
fibres between the upper urethra and vault 
of vagina. This conception appeals to the 
operating gynaecologist, but has he ever 
demonstrated this anterior fusion in the 
nullipara? Actually, he has not, but the 
presence of some sort of union at this site 
seems essential to anyone who has studied 
the pathology and repair of genital pro- 
lapse. Therefore, for the purposes of this 
thesis, it will be considered that the pubo- 
coccygeous muscle is inserted in the midline 
as follows from before back; into the lateral 
aspect of the upper urethra, into its fellow 
between the upper urethra and anterior 
fornix through the agency of fibrous tissue 
(the anterior raphe), into the side walls of 
the vagina, into its fellow between the 
vagina and rectum, the prerectal fibres 
(middle raphe), into the side wall of the 
rectum and into the anococcygeal raphe, 
the puborectalis (posterior raphe). 

The combined levatores ani, so aptly 
called the pelvic diaphragm, thus forms a 
muscular floor for the pelvis, perforated by 
the urethra, the vagina and the rectum. 
The combined pubococcygeus muscles form 
what the writer has presumed to call ‘‘ The 
Three Pelvic Slings.’’ 

The anterior sling surrounds the upper 


urethra and supports the base of the 
bladder. Contraction of its fibres will do 
two things, lift the base of the bladder and 
drag the upper urethra upwards and for- 
wards behind the symphysis pubis, 
angulating it on the bladder base and 
obliterating its lumen. 

The middle sling surrounds the vagina in 
the region of its middle strait. Contraction 
of its fibres will angulate the vagina for- 
wards, thus converting its vault into a sac 
the fundus of which is formed from the 
posterior vaginal wall, firmly supported by 
contracting muscle. This sac will encase 
the cervix uteri and the contracting muscle 
will lift the uterus upwards and forwards. 

The posterior sling surrounds the rectum 
in the region of the anorectal junction. The 
sling can thus angulate the rectum at this 
site and obliterate its lumen. 

Considered as a whole, the pelvic 
diaphragm is a muscular platform, sup- 
porting the uterus and bladder and, beyond 
them, the rest of the abdominal viscera. It 
is in a state of constant tonus whereby it 
carries out its supporting functions. 
Further, it is in a state of constant 
reflex activity. Any rise in the intra- 
abdominal pressure, from the minor 
rhythmical ones of respiration to the 
sudden marked ones of coughing and 
sneezing, results in its reflex contraction. 
This contraction imparts a lift to the pelvic 
organs so that no strain is imposed on the 
pelvic fascial ligaments. Consider the 
component parts of the pubococcygeus 
during this contraction. The anterior sling, 
acting as described above, augments the 
action of the sphincter vesicae in preventing 
escape of urine. The vaginal sac, formed 
by the middle sling, receives the cervix of 
the uterus driven down by the effort. The 
cervix not only impinges on the fundus of 
the strongly supported sac but is actually 
lifted upwards and forwards. The third 
sling prevents the inadvertent escape of 


Y 
of 
1e 
a 
> 
r- 
d 
: 
n 
il 
of 
e 
e 
h 
r 


dil 


Posterior 
Sling 


Utero -Sacral Ligt. Ischio -coccygeus M. 
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Diagrammatic representation of the pelvic 
supports as seen from below. On the right 
side of the diagram the levator ani muscle 
has been removed to show the deeper struc- 
tures, i.e., the condensations of the pelvic 
fascia, viz., the pubocervical, the cardinal 
and uterosacral ligaments. Note the anterior, 
middle and posterior raphes of the pubo- 
coccygeus muscles, and how these muscles 
form the anterior, middle and posterior 
pelvic slings. 


The simplified pelvic diaphragm. It has been 
reduced to three slings: A—Surrounding 
the upper urethra; B—Surrounding the 
middle vagina; and C—Encircling the ano- 
rectal junction. The continuous lines depict 
the slings in a state of moderate tonus. The 
dotted lines show them in contraction, 
each sling obliterating the lumen of its con- 
tained tube as it angulates it upwards and 
forwards. 
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flatus or faeces from the bowel during the 
effort. 

The anatomical features described are 
portrayed schematically in Fig. 1. The 
““Theory of Pelvic Slings’’ is illustrated 
in Figs. 2 and 3. s 


THE PATHOLOGY OF GENITAL PROLAPSE. 
The main thesis of this paper is that all 
forms of genital prolapse result from 
rupture of one or both of the anterior and 
middle raphes with consequent loss of sling 
action. 


B 
Fia. 3. 


Contraction of the pelvic slings, seen in 
sagittal section. Note: A—Angulation of 
the urethra on the base of the bladder, and 
its displacement upwards and forwards. 
B—tThe formation of the vaginal cul-de-sac. 
C—The formation of the rectal cul-de-sac. 


Rupture of the anterior raphe. When 
this occurs the anterior sling is lost, the 
muscle fibres retract from the midline and 
a hernial orifice appears in the diaphragm. 
It is bounded in front by the back of the 
symphysis pubis, behind by the front of 
the vault of the vagina, and laterally by the 
inner borders of the pubococcygeus 
muscles. Above this hiatus is the base of 
the bladder with the urethra emerging from 
it. When sudden rises in intra-abdominal 
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pressure occur now, there is no muscular 
sling to receive the impulse. As a result 
the pubocervical ligaments stretch and the 
base of the bladder is forced through the 
hiatus to form a cystocele, and the urethra 
recedes from behind the symphysis pubis, 
bringing the meatus of the bladder into a 
much more dependant position than that 
which it formerly occupied. The sphincter- 
reinforcing function is lost and stress incon- 
tinence results. 

In its new position the urethra is referred 
to customarily as the ‘‘ urethrocele.’’ This is 
surely a misnomer and “‘ dislocation of 
the urethra ’’ is suggested as a more des- 
criptive term for the condition. It is import- 
ant to remember that, when a bladder 
herniates, it is covered by a thin layer of 
pubocervical fascia and that it prolapses 
between the two main aggregations known 
as the pubocervical ligaments. In that the 
pubococcygeus muscles have receded far 
laterally, the pubocervical fascia comes into 


Rupture of the anterior pelvic sling at the 
anterior raphe. The anterior fibres of the 
pubococcygeus portion of the levatores ani 
muscles have receded laterally. The pubo- 
cervical fascia has been deprived of its 
muscular support and the urethra has been 
permitted to sag backwards from behind the 
symphysis pubis. There is loss of anterior 
sling action. Conditions are now right for the 
development of stress incontinence of urine. 


Pubo-cervical 
Fascia 


Fic. 5. 


Further enlargement of the hiatus in the 
pelvic diaphragm, resulting from rupture of 
the anterior sling, permits herniation of the 
bladder, the first stage of cystocele. Medially 
the bladder is covered by thinned-out pelvic 
fascia, laterally, by the thickenings of this 
fascia, the pubocervical ligaments. The 
herniation of the bladder is accompanied by 
dislocation of the urethra. 


contact with and adheres to the submucous 
fascia of the vagina. 

Fig. 4 illustrates the loss of the anterior 
sling, the exposure of the pubocervical 
fascia and the dislocation of the urethra. 
Fig. 5 shows the next stage, i.e., the hernia- 
tion of the bladder. 

Rupture of the middle raphe. This 
deprives the uterus of the benefit of the 
middle sling. The cardinal ligaments have 
now to bear the brunt of the rises in intra- 
abdominal pressure. This they are quite 
incapable of doing, and when the uterus is 
driven downwards, there is no vaginal sac 
to receive it, and the ligaments gradually 
stretch and the uterus is driven farther and 
farther down an unresisting vagina. It is 
worth noting how much more readily the 
retroverted uterus will do this. This is the 
type of prolapse known as vault prolapse, 
where there is descensus of the uterus with- 
out cystocele. It is inevitable, of course, 


that the hinder part of the base of the 
bladder will be drawn down by the uterus. 
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Rupture of the middle pelvic sling, the 

anterior sling remaining intact. Separation 

of the middle fibres of the pubococcygeus 

muscles deprives the cardinal ligaments of 

their muscular support. Vault prolapse can 
now develop. 


Fic. 7. 


Saggital section through vault prolapse, 
resulting from rupture of middle sling. The 
uterus has descended through the hiatus in 
the middle of the pelvic diaphragm. A 
represents the hinder part of the pubo- 
coccygeus muscle, i.e, the ruptured middle 
sling and the intact posterior sling. Note 
how the elongated uterine ligaments, C, D, 
and E, accompany the uterus through the 
hiatus, how the stretched but intact anterior 
sling, B, is dragged down by the uterus, and 
how the hinder part of the base of the 
bladder is also drawn down, although the 
upper urethra maintains its normal position. 


The bladder’s underlying supports, the 
pelvic fascia and the anterior sling, will be 
intact but stretched and attenuated. 

Fig. 6 illustrates how rupture of the 
middle raphe removes the muscular sup- 
port of the cardinal ligaments. Fig. 7 
depicts the anatomy of vault prolapse. The 
uterus has descended between the pubo- 
coccygeus muscles with elongation of the 
cardinal, uterosacral and pubocervical 
ligaments and of the anterior sling. 
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Conditions necessary for complete prolapse, 
i.e. prolapse of uterus with cystocele. There 
is rupture of anterior and middle slings. The 
pubocervical, cardinal and uterosacral liga- 
ments are all deprived of their muscular 
supports. There is nothing to prevent these 
ligaments from elongating and allowing 
descent of the uterus and herniation of the 
bladder. 


Rupture of middle and anterior raphes. 
This leaves both pubocervical and cardinal 
ligaments without muscular support. 
Descensus of the uterus, cystocele and dis- 
location of the urethra result in due course. 

Fig. 8 illustrates how removal of the 
anterior and middle slings exposes all the 
fascial supports of the uterus and bladder 
and allows descensus and hernia of the 
bladder. Fig. 9 shows how the wide sep- 
aration of the pubococcygeus muscles 
permits of total prolapse. 
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The anatomy of complete prolapse, the over- 
lying structures and the vagina having been 
removed. There is a large hiatus in the 
pelvic diaphragm, through which the uterus 
has descended with great elongation of the 
pubocervical and cardinal ligaments. Deep 
to the pubocervical ligaments is depicted 
the dislocated urethra and herniated bladder. 
The upper part of the uterus is deep to the 
bladder. 


It is pertinent to ask at this stage: ‘‘ Why 
does not every case of cystocele have stress 
incontinence and how can there be stress 
incontinence without cystocele?’’ The 


answer to these questions probably lies in’ 


such things as degrees of efficiency of the 
sphincter vesicae, partial rupture of the 
anterior raphe, and the occasional adher- 
ence of the urethra to the back of the 
symphysis, in spite of rupture of the raphe. 
Another question that may be asked is: 
“* How is it that some cases of prolapse with 
cystocele have no stress incontinence and 
yet, when apparently adequately repaired, 
develop this condition?’’ The answer 
would-appear to be that the rupture of the 
anterior raphe was incomplete originally, 
but was completely destroyed: and not 
repaired at the prolapse operation. 


AETIOLOGY OF PROLAPSE. 


This now resolves itself very obviously 
into a consideration of those factors which 


could rupture or weaken the anterior and 
middle pelvic slings. The passage of the 
foetal head is the prime cause. It is seen 
in its simplest form in perineal laceration, 
when the middle raphe is destroyed com- 
pletely. Failure to suture the levatores ani 
at the time of repair paves the way for vault 
prolapse. If this is combined with the less 
obvious rupture of the anterior raphe the 
combined form of prolapse will result. 
Worse still is the careful delivery of the 
head, when delivery is achieved without 
external evidence of rupture and yet middle 
sling destruction is achieved. Rupture of 
the anterior raphe alone is not noticeable at 
the time of occurrence. Only the subsequent 
development of stress incontinence and 
cystocele indicates that it has occurred. 
Extraction of the foetal head with obstetric 
forceps is by no means necessary for this to 
happen, but traction on a tightly fitting 
head at a high level in the pelvis must be 
very damaging. Precipitate labour, where 
the baby is propelled through the vaginal 
diaphragmatic hiatus before such hiatus 
has had time for gentle and gradual dila- 
tation, must be a great offender. 

The development of stress incontinence 
after the operation of total hysterectomy, 
is a not infrequent occurrence. If the 
bladder is stroked down off the cervix and 
the vault of the vagina too assiduously, the 
anterior raphe, perhaps previously 
weakened by childbirth, is broken. This, 
combined with damage to the pubocervical 
ligaments at operation, permits the subse- 
quent development of stress incontinence. 

Finally, tissue senescence, occurring in 
congenitally deficient levator slings, per- 
mits them to give way gradually before 
normal or increased intra-abdominal 
pressure. No other explanation is avail- 
able to explain virginal prolapse. That the 
raphes have separated and can be re- 
approximated can be demonstrated readily 
enough at operation. 
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THE THEORY OF OPERATIVE REPAIR OF 
GENITAL PROLAPSE. 

Briefly, repair of prolapse consists of 
shortening the guy ropes and repairing the 
slings. The essential steps in the operation 
are: 

. Shortening of the cardinal ligaments. 

. Repair of the pubocervical fascia. 

. Suture of the anterior raphe. 

. Suture of the middle raphe. 

. Dislocation of the bladder. 
Amputation of the cervix. 


Shortening of the cardinal ligaments. A 
true shortening of these ligaments, i.e. 
between the cervix and pelvic wall, is 
manifestly impossible. Advancement of 
the ligaments therefore becomes necessary. 
This produces a continuous ligament, 
traversing the pelvis in the same situation 
as did the two undamaged ligaments. 
They now combine to form a buttress which 
supports the lower part of the corpus instead 
of being inserted into the lateral aspects of 
the supravaginal cervix. The uterus thus 
comes to occupy a position further back 
in the pelvis than it did in its pre-prolapse 
days and the cervix must inevitably lie at 
a lower level. 
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In Figs. toa and 11a the uterus is depicted 
on a baseline AB, representing the normal 
level in the pelvis for the cervicocorporeal 
junction. Further, in 11a, a vertical axis 
is introduced to indicate the correct distance 
of this junction from before back in the 
pelvis. Figs. rob and 11b show the 
organ in prolapse. Figs. roc and ric 
show the position of the uterus after ad- 
vancement of the cardinal ligaments, the 
body being behind the axis line and the 
cervix protruding an abnormal distance 
below the baseline. Finally Figs. 10d and 
11d demonstrate how essential it is to 
amputate the cervix, if it is to be prevented 
from forming a bulky projection in the 
vault of the vagina. 


Suture of the anterior raphe. The 
anterior portions of the pubocervical 
muscle of each side must be approximated 
between the urethra and anterior fornix of 
vagina. Whether this isa restoration of the 
normal or the production of an artificial 
union has been argued earlier in this paper. 
What is certain is that the approximation 
is a longer one than could ever occur natur- 
ally. This is necessary because of the 
recession of the uterus in the pelvis. The 


Fic. 10. 


The results of advancement of the cardinal ligaments. The imaginary baseline AB indi- 

cates the normal height in the pelvis of the cervico-corporeal junction, while CD shows the 

normal height of the fundus, and EF the normal height for the tip of the cervix. (a) The 

uterus in normal position. (b) The prolapsed uterus. (c) Advancement of the cardinal liga- 

ments. All parts of the uterus are below the normal height, the cervix projecting below EF. 

(d) Amputation of the cervix is necessary to prevent its undue projection below EF into the 
vagina. 
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Fie. 11. 


The results of advancement of the cardinal ligaments. 


(a) The uterus in normal position as 


regards height in the pelvis and distance from before back. AB passes through the suspensory 

point, the fundus is on CD, the cervix is on EF. (b) Uterus in state of prolapse. Note the 

elongation of the cardinal ligaments. (c) Uterus in position after advancement of the cardinal 

ligaments. The fundus is below CD and the cervix projects below EF. The uterus is behind an 

imaginary vertical axis through the point of suspension. (d) The cervix has been amputated 
so that it will not project below EF. 


suture is made superficial to the repair of 
the pubocervical fascia. Anatomically this 
is inevitable. 


Suture of the middle raphe. This repair 
is the routine step carried out by every 
gynaecologist in the course of posterior 
colpoperineorraphy. 

Dislocation of the bladder. In both 
vault and combined forms of prolapse, the 
actual anatomical relationship of the 
bladder to the upper cervix and lower 
corpus is unaltered. In cystocele, the base 
of the bladder herniates, but the lower part 
of the fundus preserves its normal contact 
with the uterus. The bladder has to be 
detached from the uterus in this situation 
because it is right here that the advanced 
cardinal ligaments come naturally into 
apposition with the uterus. A study of 
Fig. 11c shows how this comes about. It is 
necessary at the same time to detach the 
bladder from the lower portions of the 
cardinal ligaments. 


Amputation of the cervix. The reasons 
for doing this as a routine have been ex- 
plained earlier on. 


Excision of vaginal mucosa. The exci- 
sion of exact patterns of mucosa is not 
important. The repair of the underlying 
structures is the essential procedure. It is 
advised that too little mucosa, rather than 
too much, should be removed. If too much 
mucosa is excised, a troublesome hourglass 
stenosis of the vagina will result. 


THE TECHNIQUE OF REPAIR OF GENITAL 
PROLAPSE. 


The full extent of the prolapse is demon- 
strated by firm traction on tenacula applied 
to the anterior and posterior lips of the 
cervix. Three markers are applied to the 
vaginal mucosa, one just behind the 
posterior lip of the urinary meatus and one 
each side of the cervix, about one inch from 
its most dependant part and in the 
coronal plane of the cervical canal. Witha 
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sharp knife incisions through mucosa and 
submucosa are made from the meatal 
marker to each of the cervical markers. By 
sharp dissection the triangular flap of 
mucosa and submucosa, hinged on the 
cervix, is turned down, as shown in Fig. 
12. This exposes the bladder and pubo- 
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Fic. 12. 
A triangular flap of mucosa and submucosa 
has been reflected down from the front of 
the prolapse, exposing the underlying 
bladder covered by pubocervical fascia. 


cervical fascia. In a case of total prolapse, 
there is a considerable pouch of bladder, 
covered in the centre by a thin layer of 
pubocervical fascia, and laterally, by the 
stretched pubocervical ligaments. In vault 
prolapse, the pouching of the bladder is 
not conspicuous and the overlying fascia is 
thicker than in the former variety. Theor- 
etically, there should be incorporated in this 
fascia the thinned out fascia which com- 
prises the anterior raphe. 

The separation of the bladder from the 


cervix is now begun in the midline. Up- 
ward stroking by the finger, covered with 
gauze is usually sufficient to start this. If 
not, a snip of the scissors will start the 
process and demonstrate the plane of cleav- 
age. Having found this plane of cleavage 
in the midline, pick up the mucosa and 
pubocervical fascia together with Allis 
forceps applied adjacent to the cervical 
marker on one or other side. By scissor 
and gauze dissection it is easy to detach the 
angle of the bladder from beneath the pubo- 
cervical ligament. By the application of 
further Allis forceps and the continuation 
of the dissection the bladder can be 
detached from beneath the whole of the 
ligament. Do this on both sides. Now 
continue the freeing of the bladder from the 
uterus, again mostly by gauze dissection, 
assisted by snips with the scissors, until the 
uterovesical peritoneum is reached. The 
bladder should be dissected free at the sides 
to a similar height, exposing the cardinal 
ligaments. Note at this stage how the 
pubocervical ligaments are attached in 
front to the back of the pubic bones, 
behind to the front of the cervix and 
laterally, throughout much of their length, 
to the cardinal ligaments. In a good 
dissection, therefore, these ligaments should 
be hinged laterally on the cardinal liga- 
ments, as shown in Fig. 13. 

Now pick up the mucosa and submucosa 
with two pairs of Allis forceps, one applied 
three-quarters of an inch from the urinary 
meatus and the other one and one-half 
inches from the same point. Apply a 
further Allis forceps to the corresponding 
pubocervical ligament midway between 
the two other forceps. By pulling these 
forceps in opposite directions it is easy to 
dissect the ligamentous flap from the 
mucosal flap. Once started, a probing 
finger will complete quickly the separation. 
The separation must be carried forwards 
‘to the pubic bone, backwards to expose the 
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Fic. 13. 
Mobilization of the bladder. It has been 
separated from the deep surface of the pubo- 
cervical fascia in front, and from the uterus 
and cardinal ligaments behind. 


insertion of the pubocervical ligament into 
the cardinal ligament and deeply until the 
seeking finger can feel the anterior third of 
the ischiopubic ramus. Fig. 14 shows the 
separation of the pubocervical ligaments 
from the mucosal flaps. The situation of 
the anterior portion of the pubococcygeus 
muscle, relative to the mucosal flap, is 
indicated. The manner in which the pubo- 
cervical ligament joins the cardinal liga- 
ment is shown. 

At this stage, it is convenient to introduce 
all the deep sutures. Those through the 
cardinal ligaments should be passed first. 
No. 3 chromicized catgut, mounted on a 
large, fully-curved, trocar-pointed Mayo 
needle is used. About 4 sutures are passed 
to co-apt the two ligaments. They include 
generous portions of the ligaments and the 


hinder ends of the pubocervical ligaments 
are taken in withthem. The highest suture, 
which can with advantage be double, is 
passed just below the reflection of the 
bladder. The lowest one is situated just 
above the site of amputation of the cervix. 
These stitches are not tied but clipped with 
artery forceps. The anterior portions of 
the pubocervical ligaments are now opposed 
with interrupted sutures of the same gut. 
These take in thick bites of the ligaments 
and can be tied as introduced. The one 


Fic. 14. 


Definition of the pubococcygeus muscle on 
the right side. While one tissue forceps pulls 
the pubocervical fascia to the left, two others 
take up the mucosa and submucosa. These 
two layers of tissue are separated readily 
from meatus to cervix, and to a depth where 
the ischiopubic ramus and the back of the 
os pubis can be felt by the seeking finger. 
The muscle, A, is deep to the mucosal flap. 
Note how the pubocervical fascia, B, blends 
with the cardinal ligament, C, and How the 
pubococcygeus muscle embraces the cardinal 


ligament. 
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nearest to the uterus takes a bite of uterus 
just below the bladder reflection. Before 
the one nearest to the meatus urethra is 
tied, a fine rubber dam is placed beneath 
the bladder to emerge alongside the meatus. 

The insertion of the sutures through the 
pubococcygeus muscles requires care, but 
must be done with nice exactitude as this 
stage is really the crux of the operation. The 
suture is as before, carrying at each end a 
very small, fully-curved trocar-pointed, 
Mayo needle. The sutures are passed from 
within out, and the first one is placed 
opposite the origin of the urethra from the 


FIG. 15. 


The introduction of the three groups of deep 
sutures. Four sutures have been passed to 
co-apt the cardinal ligaments and produce 
their advancement. They include the hinder 
parts of the pubocervical fascia. Further 
stitches unite the anterior parts of the 
pubocervical fascia. Yet another four 
sutures have been introduced to approximate 
the pubococcygeus muscles in the midline 
and restore the anterior sling. 


bladder. When carrying out this step the 
first few times, it is worthwhile to display 
the muscles by the following manoeuvre. 
Take up the mucosal flap with two Allis. 
forceps which include the flap to its full 
depth. Retract the flap laterally with these, 
at the same time drawing the urethra in the 
opposite direction with a small band retrac- 
tor. It is then possible, with the small 
needle, to transfix, in the lateral wall of the 
paraurethral fossa a generous portion of 
the muscle. Once the first stitch is in 
position, traction on it greatly facilitates. 
the introduction of the rest. The foremost 
of them should so approximate the muscles. 
that they just compress the urethra and the 
hindmost should be situated just where the 
pubococcygeus passes laterally to the car- 
dinal ligament. These sutures are not tied 
yet but are taken up with artery forceps. 
Fig. 15 shows these three groups of sutures 
in position and also the technique of dis- 
playing the muscle. 

Amputation of the cervix requires no 
description. It is performed along routine 
lines at this stage of the operation. 

The sutures through the cardinal liga- 
ments are now tied. The formation of the 
cardinal buttress carries the cervix up- 
wards and backwards and anteverts the 
uterus (see Fig. 16). The tying of the 
remaining deep sutures refashions the 
anterior sling and completely excludes the 
bladder from the vagina. It remains now 
but to suture the mucosal flaps together, 
removing redundant mucosa as necessary 
(see Fig. 17). 

The introduction of a Sim’s speculum 
now permits of an assessment of the repair. 
The first thing that is noticed is how, as a 
result of the anterior suture of the levatores, 
the vagina is now indented laterally by the 
hinder parts of these muscles. Then it will 
be noted how the cervix is situated high and 
far back in the pelvis. Traction on it 
demonstrates how firm the elevation is. A. 
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Fic. 16. 


The cervix has been amputated. Advance- 
ment of the cardinal ligaments has been 
achieved by tying the appropriate sutures. 
The sutures through the pubococcygeus 
muscles are about to be tied. Suture of the 
mucosal flaps has been started. 


study of the front wall shows it to be narrow 
from side to side, as in the nullipara, and 
not wide and flat, as in the parous woman. 
It is firmly tucked in behind the symphysis 
pubis. Finally, it will be noticed how the 
whole calibre of the vagina has been re- 
duced, a fact that must be remembered in 
repairing the back wall and perineum. 

The steps of posterior colpoperineor- 
raphy need no description. It must be 
emphasized that caution is needed in the 
excision of mucosa if stenosis is to be 
avoided. The essential step is the suture of 
the prerectal fibres of the pubococcygeus 
so as to reconstruct or reinforce the middle 
sling. Again, care is necessary to avoid 
producing stenosis. 

The final stages consist of the insuffla- 


tion of 2 g. of sulphathiazole powder into 
vagina and the insertion of a small self- 
retaining catheter into the bladder. 


AFTER-CARE. 


The subvesical drain is removed in 48 
hours. During the first 24 hours after 
operation there is sometimes a little more 
oozing than is usual. It is thought that this 
step prevents the formation of haematoma 
under the front vaginal wall, a collection 
which, if it does occur, must eventually 
find its way out, disrupting part of the 
repair on the way. Also, haematoma 
favours infection with the risks of suture- 
line dehiscence and of secondary haemor- 
rhage. 

The catheter is withdrawn in 5 days. 
By its presence it saves the patient the dis- 


Fic. 17. 

The final result. Beneath the unsutured part 
of the mucosal flaps can be seen the approxi- 
mation of the pubococcygeus muscles, re- 
forming the anterior sling. 
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comforts of frequent catheterization and 
prevents fouling of the perineal repair. The 
patient usually voids easily after its with- 
drawal. Subsequent to its removal, the 
bladder is catheterized nightly for residual 


~ urine until the residue is less than 2 ounces. 


While the catheter is im situ, 0.5 g. of sul- 
phathiazole is given 8-hourly to help 
prevent infection. It is essential that the 
patient be discharged with a sterile urine, 
and the appropriate medicament for the 
infecting organism will need to be given. 

The bowels are opened on the fifth day 
with an enema. Paraffin oil the preceding 
day will facilitate this. It is important 
that the patient be discouraged from bear- 
ing down efforts to assist a sluggish bowel 
or bladder. Such efforts are liable to 
rupture a suture line. The patient is 
allowed up at the end of 3 weeks. During 
her sojourn in bed, she is encouraged to 
make all possible movements short of 
leaving the bed. This, combined with 
breathing exercises, especially in the aged, 
will reduce the chances of venous throm- 
bosis and embolism. A knee-pillow is never 
allowed. 


MODIFICATION OF TECHNIQUE FOR SPECIAL 
CIRCUMSTANCES. 


For stress incontinence in the absence of 
cystocele and descensus. The dissection 
of the front wall begins with a short trans- 
verse incision just behind the meatus. Blunt- 
ended scissors can now burrow a track 
right to the cervix beneath the mucosa and 
submucosa. This track is laid open through- 
out its length. The mucous flap is taken up 
in tissue forceps and the dissection between 
it and the pubocervical fascia is deepened 
and extended until the back of the pubic 
bone and the inside of the anterior half of 
the ischiopubic ramus are felt. Suture of 
the anterior portions of the pubococcygeus 
muscles then proceeds as in the main 


operation. Itis usually desirable to suture 
the middle raphe at the same time. 

For stress incontinence after total hys- 
terectomy. In the absence of prolapse of 
the vaginal walls, the operation follows the 
same lines as in the preceding section. 

With prolapsing vaginal walls, the front: 
wall is opened from meatus to vault as in 
the prolapse operation. The same layers 
are found and the bladder is mobilized 
widely. This is surprisingly easy. With the 
bladder retracted upwards, it is possible, 
with tissue forceps inserted through the 
angles of the wound in the vault, to secure 
the remains of the cardinal ligaments. 
When these have been sutured the repair 
proceeds along routine lines. 

Modification of the Mayo operation of 
vaginal hysterectomy. Mayo’s operation 
is an admirable one when the uterus has to 
be removed in the presence of prolapse. 
If stress incontinence complicates the 
picture further, the operation must be 
modified. It proceeds along routine lines 
until all the layers have been defined. The 
uterovesical peritoneal reflection is now 
opened and the uterus removed in the usual 
way. Following suture of the broad liga- 
ments, cardinal ligaments and _ utero- 
sacral ligaments, the pubocervical liga- 
ments are sutured to each other and the 
united cardinal ligaments are sewn to the 
back of them. It is now that the pubo- 
coccygeus muscles must be united. The 
operation finishes with the suture of the 
mucosal edges. 


DISCUSSION. 

In this paper an attempt has been made 
to stress the importance of the muscular 
supports of the pelvic organs. Separate 
functions have been ascribed to each of the 
three portions of the pubococcygeus 
muscle and a “‘ Theory of Pelvic Slings ’”’ 
has been enunciated to show how the pelvic 
diaphragm responds to increases in intra- 
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abdominal pressure. Genital prolapse, in 
all its forms, has been attributed to failure 
of the slings. Operative steps to repair 
prolapse and suture the anterior parts of the 
pubococcygeus muscles to each other have 
been described. 

The writer has been repairing genital 
prolapse according to these principles for 
about three years. He considers that all 
the requirements of such a repair are 
fulfilled. Above all, the operation, as des- 
cribed, provides a certain cure for stress 
incontinence of urine. This being so, it 
would seem that operations to fashion 
retropubic fascial slings and similar pro- 
cedures are unnecessary. 
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of its suture. 


Professor Sir William Fletcher Shaw, but 
for whose interest and urging, this paper 
would not have been written. 
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of Anatomy, University of Otago, for his 
perusal of, and comments on the anatomical 
principles enunciated. It should be stated 
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OBSTRUCTED LABOUR DUE TO NAEGELE’S PELVIS 
(Report of a Case) 


BY 


RONALD J. STILL, M.B., 


AND 


H. L. Kao, M.D., 
Department of Obstetrics, Cheeloo University Medical School, Tsinan, 
Shantung, China. 


NAEGELE’S pelvis is an uncommon defor- 
mity which may easily be overlooked if 
antenatal examinations are performed in a 
perfunctory way. The following report is 
a reminder of the need to gauge carefully 
the capacity of the birth-canal, even when 
the routine pelvic measurements are 
normal. 


CASE REPORT. 


A Chinese woman, aged 22, 2-para, first attended 
the antenatal clinic on 2nd April, 1948, at the 36th 
week of pregnancy. She gave a history of a difficult 
labour at her first delivery, 18 months previously. 
This had been at term, and after she had been in 
labour for 2 days, a difficult forceps extraction was 
performed which ‘‘ required the force of 2 persons,”’ 
and resulted in the delivery of a dead baby with 
lacerated scalp and fractured skull. 

On examination the routine measurements of the 
pelvis were found to be within normal limits for 
North Chinese women (interspinous, 20.5 cm.; 
intercristal, 22 cm.; external conjugate, 17.5 cm.; 
intertuberous, 8.0 cm.); but a general inspection 
of the pelvis revealed scarring of the skin over the 
left sacro-iliac joint. The patient then disclosed 
that at the age of 3 years, she had been confined 
to bed for 1 year with a disease, presumably 
chronic inflammatory sacro-iliac joint disease, 
which resulted in discharging sinuses and subse- 
quent scarring. 

With the patient standing in the erect position, 

-some pelvic asymmetry was noticeable. The left 
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iliac crest reached a higher level than its fellow, and 
the vulva and pubic arch were directed towards the 
left side. A slightly limping gait was noticed. 

An X-ray film (Fig. 1), taken to determine the 
degree of the resulting deformity of the pelvis, 
illustrates the changes characteristic of an obliquely 
deformed pelvis of Naegele type. The left sacral 
ala is incompletely developed, and the foramina 
on that side are small. There is bony fusion of the 
sacrum and ilium on the left side, the left ilio- 
pectineal line is straightened, and the left ischial 
tuberosity and spine are displaced inwards and 
upwards. There is a severe encroachment on the 
area of the pelvic inlet and cavity available for the 
transmission of the foetal head. 

In view of the history and physical signs, 
Caesarean section was advised, anda date appointed 
for it one week before the expected date of confine- 
ment. The patient did not report to hospital on 
this date, and 2 days later the hospital almoner, 
visiting her in her home, found that she had already 
been in labour for some hours. She was persuaded 
to return to hospital, and a lower segment Caesarean 
section was begun as soon as preparations for 
operation had been completed. By this time she 
had been in labour for 1o hours, and was having 
continuous severe uterine contractions, which 
caused her great pain. The foetal head showed no 
sign of entering the pelvis. At operation, under 
spinal analgesia, there was no difficulty in deliver- 
ing the foetal head, which was still not engaged at 
the brim. The child weighed 3,700 g.; the circum- 
ference of its head measured 35 cm., and both 
mother and child did well. 
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Measurements oi the mother’s pelvis, made 
subsequently, showed marked pelvic asymmetry, 
thus :— 

Right ischial tuberosity to left posterior 


superior iliac spine 15.5 cm. 
Left ischial tuberosity to right posterior 

superior iliac spine 14.5 cm. 
Right anterior superior iliac spine to left 

posterior superior spine 18.0 cm. 
Left anterior superior iliac spine to right 

posterior superior spine 16.75 cm. 
Right anterior superior iliac spine to tip 

of 5th lumbar spine 15.5 cm. 
Left anterior superior iliac spine to tip 

of 5th lumbar spine 14.0cm. 
Right greater trochanter to left pos- 

terior superior iliac spine 21.5 cm. 
Left greater trochanter to right pos- 

terior superior iliac spine 18.0 cm. 
Lower border of symphysis pubis to 

right posterior superior iliac spine 17.0cm. 
Lower border of symphysis pubis to left 

posterior superior iliac spine 18.5 cm. 


There was 1.5 cm. of shortening of the left leg. 


COMMENT. 


Curtis (1937) has remarked that this type 
of pelvis is easily recognized by pelvimetry, 
and this is true if the pelvimetry is thorough 
but the present case shows that a routine 
pelvic measurement, as frequently carried 
out in a busy antenatal clinic, may over- 
look the presence of a degree of pelvic 
obliquity sufficient to cause obstructed 
labour, unless careful attention be paid to 
the capacity of the pelvis. In this patient, 
attention was drawn to the deformity by the 
scars over the sacro-iliac joint and the limp- 
ing gait; but the limp in these cases is 
frequently not obvious, and in the con- 
genital cases scars are absent, and the 
deformity would then be detected only by 
careful attention to the signs of asymmetry, 


and by internal palpation, which would 
show the encroachment of the ischium on 
the lumen of the pelvis. 

The fact that the patient has delivered 
living children spontaneously in the past 
does not necessarily imply that she will do 
likewise in the future. Williams (1929) has 
reported a case of Naegele’s pelvis where 
the patient had given birth to 6 small 
children previously, but died from rupture 
of the uterus at the 7th labour, where the 
child was 500 g. heavier than any of her 
previous children. In the present case, the 
patient had been delivered at her first 
labour only by means of a difficult forceps 
oparation, and would almost ‘certainly 
have ruptured her uterus if she had been 
left unrelieved during the second labour. 


SUMMARY. 


1. Acase is reported of obstructed labour 
due to pelvic contraction of Naegele’s 
type. 

2. The cause of the deformity was 
chronic inflammatory, probably tubercu- 
lous, disease of the sacro-iliac joint acquired 
in early childhood. 

3. With this type of obliquity, pelvic 
contraction of a degree sufficient to cause 
obstructed labour may be present, while 
the routine pelvic measurements show no 
diminution below normal limits, and the 
possibility of its occurrence must be borne 
in mind in estimating the capacity of the 
birth canal. 
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NATURAL CHILDBIRTH IN A TEACHING CLINIC 


BY 


HERBERT THoms, M.D. 
Professor of Obstetrics and Gynaecology, Yale University School 
of Medicine, U.S.A. 


THE alleviation of pain in labour has been 
a major interest of obstetricians since the 
discovery of anaesthesia. Pain itself is 
generally acknowledged as a normal con- 
comitant of labour by both the profession 
and the laity. However, experience shows 
that many women go through labour 
without too great discomfort. Emotion 
is recognized as a major factor in the 
patient’s reaction to labour, and obstet- 
ricians are familiar with the patient who 
at the onset of labour becomes terrorized 
and subsequently undergoes a harrowing 
emotional experience, often in spite of 
attempts to relieve her mental and physical 
sufferings. On the other hand, the patient 
who is not subject to such fear and has a 
good understanding of the situation often 
goes well on toward delivery before allevia- 
tion of discomfort becomes desired or even 
necessary. 

The relationships of fear, tension, and 
pain in childbirth have been given emphasis 
in the writings of Grantley Dick Read, and 
his explanation of the cause of such pain is 
based largely on these interrelationships. 
In our experience the application of certain 
of the recommendations of this writer, and 
those of others, for preventing pain in 
normal labour has given impressive results. 

Our interest in the subject became 
aroused during the preceding year when a 
young primigravida was admitted to our 
service* early in labour and announced that 


*The Obstetrical Service- of the Grace-New 
Haven Community Hospital (New Haven Unit). 
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she would like to go through her labour by 
“natural childbirth.’’ She was_ highly 
successful in her achievement, much to the 
interest of those who attended her. In the 
6 months following we delivered 16 other 
women with similar desires, largely self- 
initiated, and the results of their labours 
made us realize that this subject demanded 
further study. 

Since a very close patient-physician 
relationship and a high degree of intel- 
ligence on the part of the patient had been 
emphasized as very important factors for 
success in natural childbirth, we were 
anxious to find out whether the methods 
suggested could be applied to a teaching 
ward obstetrical service where deliveries 
are conducted largely by members of the 
hospital house-staff and fourth year medical 
students. At the beginning of the study, 
for purposes of evaluation, it was decided 
to study two groups of patients; namely, 
a ‘‘selected’’ group consisting of every 
third patient who registered in the clinic 
provided she was no more than 28 weeks 
pregnant and was deliverable from below, 
and a volunteer ’’ group of women who 
came to the clinic with knowledge of the 
method and desired it for their delivery. 
In our first review (1948) we reported on the 
results in 108 of the ‘‘ selected ’’ group with 
76.8 per cent successes and 48 of the 
‘‘volunteer’’ group with 89.5 per cent 
successes. At the present time we are 
applying the natural childbirth methods to 
all patients in our clinic, having been 
convinced that the educational features of 
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the programme are important for all 
antenatal patients whether delivery sub- 
sequently is normal or otherwise. 

It may be interesting to outline briefly 
our present procedure and to comment 
further on the results. In addition to the 
usual antenatal programme, which in- 
cludes a thorough X-ray study of the pelvis 
in all primigravidae, we attempt to put into 
operation a conditioning programme 
somewhat dual in its nature. This is the 
elimination of what we term negative con- 
ditioning, and the substitution of positive 
conditioning. In this we attempt to change 
the attitudes and patterns of behaviour 
which are recognized as traditional, not 
only in patients but in all attendants serv- 
ing the obstetrical ward; that is, doctors, 
nurses, and medical students. In con- 
sidering positive conditioning we have in 
mind all those procedures which are 
directed to educating the expectant mother 
so that she will come to her labour with an 
assurance that she is undergoing a normal 
experience and that she will be aided by 
sympathetic and skilful attendants in whom 
she can have complete confidence. At the 
second routine antenatal examination the 
patient, as a member of a small group, 
attends a short lecture on the anatomy and 
physiology of the female generative tract, 
including information about fertilization, 
foetal growth, and the signs and symptoms 
ofearly pregnancy. Patients are told about 
some of the effects of tension and the re- 
lationship of fear to tension and pain. 
Diagrams are used and questions encour- 
aged. At subsequent visits the patient is 
taught 4 simple exercises which are 
designed to increase the elasticity and 
tonus of the back, abdominal and perineal 
muscles. Also, she is taught breathing and 
exercises which will aid in relaxation during 
labour. In this part of the programme we 
are greatly aided by having the services of 


a nurse-midwife trained in physiothera- 
peutic methods. 

At the first visit in the 8th calendar month 
of pregnancy patients, in small groups, 
attend a lecture on the course of labour. 
Here the stages of labour are outlined, the 
forces concerned are explained, and the 
role of the patient described. At no time 
is she told that the labour will be painless 
or that anaesthesia will be withheld. At this 
time patients are shown the wards and 
delivery rooms, and have an opportunity to 
meet the nursing staff. In our experience 
patients who have followed the foregoing 
régime usually enter the hospital at the time 
of labour in a calm state of mind, confident 
and ready to undergo an experience which 
to them seems a natural one. 

In the management of labour in these 
patients we attempt to follow a plan in 
which the patient is kept informed of her 
progress and is not allowed to be alone. 
A nurse-midwife, a nursing supervisor, 
the delivery service nurse, or a medical 
student is with the patient as long as she is 
in active labour. A house physician and 
student see the patient at proper intervals to 
check the progress and to see that the 
techniques of relaxation are instituted at 
the proper time. Our experience and that 
of others has shown that the “ critical ’’ 
period comes at a time when the cervix is ' 
almost fully dilated. At this time patients 
often experience a good deal of backache 
which usually can be relieved by pressure 
and massage over the sacral region. How- 
ever, after 10 or 12 contractions the patient 
usually feels better and the second stage 
becomes established. It is during the 
second stage that the patient uses with 
advantage the breathing and relaxing exer- 
cises which she has learned. She is not 
placed on the delivery table until delivery 
is assumed to occur in about 15 minutes, 
and not in the lithotomy position until the 
very last moment. Episiotomy is used 
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when indicated and we may or may not 
infiltrate with a local anaesthetic. In many 
instances the head causes pressure anaes- 
thesia to the extent that infiltration does not 
seem to be necessary. Infiltration is useful, 
however, during the repair of the incision. 
Sterile technique is maintained throughout 
and the patient is not allowed to touch her 
baby except through sterile wrappings. 

This, in brief, is the outline of the 
technique of “‘ natural childbirth ’’ which 
has been added to our usual antenatal and 
labour procedures. By means of special 
records we have attempted to determine 
some aspects of delivery not before gener- 
ally considered; namely, to evaluate the 
personality of these patients, the amount of 
and the reaction to their indoctrination, the 
emotional reactions to labour, and the 
physical response. For purposes of 
evaluation, in our first report we arbitrarily 
divided the total results as follows: 

1. Labours are classified as ‘‘ excellent ’’ 
when the patient has not asked for or 
appeared to need anaesthesia or analgesia. 

2. Labours are classified as ‘‘ good”’ if 
the patient has had, at some time during 
the labour, a minimal amount of analgesic 
or anaesthetic. Minimal here means a 
single dose of an analgesic and/or nitrous 
oxide with the contractions at the end of the 
second stage. These patients are fully 
conscious at delivery. 

3. Labours are classified as ‘‘fair’’ if 
the patient appeared to have derived some 
benefit from the indoctrination, but needed 
a greater amount of analgesia and anaes- 
thesia than the ‘‘ good ’’ group. 

4. Labours are classified as ‘‘ poor’’ if 
the patient seemed to receive no benefit 
from the technique and required the con- 
ventional amount of analgesia and anaes- 
thesia. 

In classifying the patient’s reaction to 
labour we have found that for the most 
part her own appraisal, if at variance with 


that of the attendants, has been in the 
direction of the more successful group. 
From our point of view, in contrast to the 
conventional conduct of labour, we con- 
sider the first two groups as successful. On 
this basis the results in our first 156 patients 
follows: 


VOLUNTEER GROUP. 

Total, 48 patients. 
Excellent or good 43, or 89.5 per cent. 
Fair or poor 5, or 10.5 per cent. 


SELECTED GROUP. 


Total, 108 patients. 

Excellent or good 83, or 76.8 per cent. 
Fair or poor 25, OY 23.2 per cent. 
Total, 156 patients. 

Excellent or good 126, or 80.7 per cent. 
Fair or poor 30, or 19.3 per cent. 


In considering the results of the ‘‘ poor”’ 
group we have come to the conclusion, 
also shared by other investigators, that 
there is a certain small group of women who 
appear unteachable and uninterested. Asa 
rule these are women with a low intelligence 
or those who have some deep-seated anxiety 
toward childbirth which is not amenable 
to the treatment which we have given. 

In all cases we are careful not to institute 
relaxation until the patient needs it, and in 
a slow or unduly prolonged labour we do 
not hesitate to give a sedative if we think 
the patient needs a period of rest. In a 
very few cases in which we have found it | 
necessary to use forceps to complete 
delivery we have used pudendal block, or 
saddle block, anaesthesia, which preserves 
consciousness at delivery, a thing which 
these patients seem ardently to desire. 

Among the advantages of natural child- 
birth are the following: 

I. Most of the labours are spontaneous. 
Because of this, haemorrhage, damage to 
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maternal soft parts, and foetal morbidity 
and mortality have a low incidence. 

2. Certain risks attendant on the use of 
anaesthetic methods are avoided. 

3. The psychological advantage to the 
patient is very real. An immediate and 
close bond is established between the 
mother and her baby, which in the opinion 
of psychiatrists who have observed natural 
childbirth establishes an important mother- 
child relationship which can have a deep 
and lasting effect. 

4. The advantage from the standpoint 
of a teaching clinic may be summarized by 
saying that natural childbirth from the start 
of indoctrination to the discharge of the 
patient offers an opportunity to teach young 
doctors, nurses, and medical students that 


childbirth is a truly physiological process to 
be considered without fear or anxiety, to be 
conducted with the utmost skill and under- 
standing, and to be regarded as worthy of 
the finest efforts of the medical and nursing 
profession. 

In conclusion, I believe that the 
technique of natural childbirth can be 
taught in a teaching hospital, that it offers 
decided physical and psychological advan- 
tages to mother and child, and that the 
technique recommended deserves further 
study to the end that it may become a part 
of every antenatal programme. 
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A REVIEW OF A SERIES OF 100 CASES OF VESICOVAGINAL 
FISTULAE 
BY 


R. G. KRISHNAN, F.R.C.S., 


Professor of Obstetrics and Gynaecology, Andhra Medical College and 
_ Obstetric Surgeon, King George Hospital, Vizagapatam. 


WHENEVER competent obstetric service is 
not available, as in most of the rural parts 
of India, vesicovaginal fistulae are fairly 
common. In the last 3} years I have had 
more than 100 cases admitted under my 
care, making an average of more than 2 
every month. There were occasions when 
there were a dozen patients at the same time 
waiting for operation, and when as many 
as 3 cases were posted for operation in a 
day. The age of these women and the 
duration of their disability are shown in 
Tables I and II. 


TaBLe I. 
Age of Patients when Fistula Occurred. 


Age No. of patients 
25 £0 20 =... 17 

II. 

Duration No. of patients 
2 to 6 months Si 46 
7 to 12 months 18 


I intend to describe in this paper the types 
of fistulae that are commonly met with here 
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and the results obtained by the flap-split- 
ting operation. 

In this series, one fistula was the result of 
lymphgranuloma inguinale which had 
caused the whole of the urethra to slough. 
Another was due to trauma caused in an 
attempt to bring about abortion. The rest 
of the fistulae were all due to difficult and 
mismanaged labour. Seven of these fistulae 
were complicated by rectovaginal fistulae, 
2 with stones in the bladder and 6 with com- 
plete tear of perineum. Sixty-six occurred 
in women delivered for the first time and 10 
occurred in women during their second 
deliveries. The history of all these cases 
was that the babies were stillborn or died 
in a day or two after the delivery. This 
shows that a great majority of the fistulae 
resulted in women with contracted pelvis. 
The rest of the fistulae occurred in multi- 
parae with a history of natural deliveries in 
their previous labours. In 8 of them the 
fistulae had resulted after having given birth 
to 6 to 8 live babies. In two, the fistulae 
developed in those who had born 11 and 13 
babies each. Forceps had been used to 
deliver the babies in 22 of these patients. 

The fistulae are classified into 3 groups 
according to their size. Large, if the 
fistulae admit more than one finger; small, 
when they admit the tip of the finger and 
less; and pin hole when they cannot be 
visualized easily, and admit with difficulty 
a probe. In this series there were 31 large, 
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61 small, and 8 ‘pinhole fistulae. In 13 
patients the vagina had ‘“‘ hour-glass ’’ con- 
traction situated at the middle or at the 
proximal third, which had narrowed the 
vagina to such an extent as to admit only a 
finger. In another 13 cases the vagina was 
contracted more or less throughout its 
extent, admitting a probe only in 2 cases. 
In one of these the vagina was found com- 
pletely occluded and after excising the 
scar’tissue, the raw area was covered with 
Thiersch grafts successfully. In two women 
the vagina was so narrow that bilateral 
paravaginal incisions had to be made at the 
beginning of the operation. The hour-glass 
contractions were dealt with at the time of 
the operation by extending the paravaginal 
incision so as to divide the contraction ring 
and leaving the cut ring open. 

I have also classified these fistulae 
according to their situation under the fol- 
lowing four heads. The first three are as 
suggested by Thomas (1945) :a fistulae may 
be near to, or actually involve, the internal 
urinary meatus or even the urethra, a part 
or whole of which may have sloughed 
away—a juxta-urethral fistula—or it may 
be in the anterior vaginal wall at an 
appreciable distance from the cervix and 
from the internal urinary meatus—a mid- 
vaginal fistula—or it may be adjacent to 
the cervix, when in some cases scar tissue 
may fix it to the cervix—a juxtacervical 
fistula—and at the same time involv- 
ing the internal urinary meatus or even 
the urethra as in a  juxtaurethral 
fistula, as a result of destruction of the 
anterior vaginal wall. This causes des- 
truction of the base and neck of the 
bladder, involving a varying portion of the 
urethra—a combined fistula. 

In this series of 100 cases, there were 45 
juxta-urethral, 21 mid-vaginal, 21 juxta- 
cervical and 13 combined fistulae. The 
juxta-urethral fistulae include 4 with pro- 
lapse of the mucous membrane of the 
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TaBLe III. 
Type of Fistula. 


Type of fistula No. Cured Relieved Failed Died 
Juxta-urethral 45 38 2 4 I 
Juxtacervical 21 19 - 2 ef 
Mid-vaginal 21 21 ~ - 

4 


Combined fistulae 13 9 


bladder, 6 with total destruction of the 
urethra, 8 with the urethra completely 
severed from the neck of the bladder, 
7 with blockage of the urethra at the 
proximal end, 2 with adhesions to the 
cervix, 6 with adhesions to both the 
cervix and the pubic arch, and 7 with 
adhesions to the pubic arch alone. Juxta- 
cervical fistulae include 2 cases of vesico- 
cervico-vaginal fistulae. They also include 
I with prolapse of the mucous membrane 
of the bladder, 1 with the ureteral openings 
visible at the edge of the fistulae, 8 with 
adhesion to the cervix, 2 with adhesion to 
both the cervix and the pubic arch, and I 
with adhesion to the pubic arch alone. In 
4 of these, the vaginal portion of the cervix 
was found to be destroyed. 

In 1 the cervix was found completely 
embedded under the vaginal mucous mem- 
brane. This one and another of the 4 men- 
tioned above gave a history of amenor- 
rhoea since delivery. Combined fistulae 
include 7 with prolapse of the mucous 
membrane of the bladder, 4 with ureteral 
openings visible at the edge of the fistulae, 
5 with the urethra completely severed from 
the neck of the bladder, 1 with adhesion to 
the pubic arch and 1 with adhesion to the 
cervix. In 14 juxta-urethral and 4 com- 
bined fistulae, the fistulae were found just 
behind the symphysis pubis. In some of 
them the opening of the bladder could be 
visualized only with the patient in the 
Trendelenberg position. 

All the patients in this series were oper- 
ated upon. All the mid-vaginal and juxta- 
cervical fistulae were operated upon by the 
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flap-splitting method. Twenty of the 21 
mid-vaginal, and 17 of the 21 juxtacervical 
fistulae were cured at the first attempt; 1 
of the mid-vaginal and 1 of the juxtacervi- 
cal fistulae were cured at the third attempt. 
All the mid-vaginal fistulae were compara- 
tively easy to operate, but some of the 
juxtacervical ones were more difficult to 
reach because of the immobility of the 
cervix and bands of scar tissue which 
narrowed the vagina. One of the vesico- 
cervico-vaginal fistulae was operated upon 
by the abdominal route, as I thought at the 
time, due to my inexperience, it would not 
be possible to operate from below. The 
other vesico-cervico-vaginal fistula was 
operated from below without any difficulty. 
I do not think it is necessary, in any type 
of fistula, to attempt a cure by the abdo- 
minal route. 

The juxta-urethral fistulae were much 
more difficult and tiresome. Forty-five 
cases of this type were operated by the flap- 
splitting method. Twenty-nine of them 
were cured at the first attempt and 6 at the 
second attempt. In 4 of the 6 cases, in 
which the whole of the urethra had sloughed 
away, a new urethra was made. Eight 
operations—urethroplasty—were done on 
them; 5 of these were successful. One of 
the patients absconded after the first opera- 
tion. In most of these cases, the bladder 
was drained from behind by a separate 
opening in the base of the bladder, so as 
not to allow the urine to come into contact 
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with the new urethra, as suggested by 
Crossen and Crossen (1930). Four of the 
failures had both the ureters transplanted, 
but one of them died of shock. Out of the 
6 yet to be mentioned, 2 improved and 4 
failed. In all these, ureteral transplanta- 
tion would have been done if they had 
continued to remain in the hospital. 

The combined fistulae were at least as, if 
not more, difficult and tiresome as the 
juxta-urethral. Thirteen of this group 
were treated by the flap-splitting method— 
splitting from the margin of the fistulae 
outwards. Seven of them were cured at the 
first attempt, and 1 at the second attempt. 
One of the unsuccessful cases had her 
ureters transplanted. The other 4 cases 
were operated twice. In these cases 
ureteral transplantation would have been 
done if they had continued to remain in the 
hospital. 

In 3 cases Douglas’s pouch was opened : 
whilst releasing a cervix buried under a 
mass of cicatrical tissue, while excising a 
cartilaginous stricture of the vagina, and 
while repairing a rectovaginal fistula. In 
I case the right ureter was severed from the 
bladder and this was transplanted into the 
bladder successfully. 

Postoperative complications. One of the 
patients with a combined fistula admitting 
4 fingers developed vomiting, passing only 
Io ounces of urine in 24 hours; 2 days after 
the operation she had complete suppression 
of urine for 2 days. She recovered with 


TaBLeE IV. 
Result of the Operation. 
Cured Improved Failed Died 

after after after after after 
Ist 2nd 3rd Sth 6th , Per Per Per Per 
Number of cases op’t’n op’t’n op’t’n op’t'n op’t’n = Total cent No. cent No. cent No. cent 
G 1945-46 48 33 6 1 42 8.8 — St 10.4 1 2.0 
and 1947-48 52 40 4 1 45 86.5 2i| 3.8 96 
Totals 100 = 73 10 2 1 1 87 87.0 2° =) 10 10.0 1 1.0 


* Had a stone in the bladder. : 
+ Cured at the 6th i by ureteral transplantation. 
fe) tient absconded. 
i them R.V.F. was closed and V.V.F, became pin-hole. 


q Three of them were complicated with R.V.F. All failed after 
2 operations. In one of them R.V.F. was closed. In one of the 
other two cases perineorrhaphy healed. All of them refused any 
further operation. 
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suitable treatment. Lax sphincter is one of 
the troublesome complications of some of 
the juxta-urethral and combined fistulae, 
because of the sloughing away of the 
sphincter near the neck of the bladder. In 
all of these cases sphincters were reinforced 
by 2 or 3 Kelly plications. Two of the 
juxta-urethral fistulae could not be com- 
pletely relieved of this condition even after 
Kelly plication, sling operation, where a 
strip of the rectus sheath was brought down 
to hug the neck of the bladder and proximal 
end of the urethra, and Bonney’s operation 
for stress incontinence (Berkeley and 
Bonney, 1942). 

In this series there were 7 cases of com- 
bined vesicovaginal and rectovaginal fistu- 
lae. In 1 of them, the rectum was found 
torn right up to the cervix. In 4 the 
openings in the rectum were situated high 
up and were adherent to the cervix and in 
one of them the opening was very big and 
closely adherent to the bone. In the fifth 
case the opening in the rectum was found 2 
inches above the vaginal opening. In all 
these cases the edges of the fistulae were 
cicatrised and hard. In 2 the vagina was 
found contracted throughout and in 
another at the middle. In these cases, the 
vesicovaginal fistulae were 4 juxta-urethral, 
in r of which the urethra had sloughed 
away, and 3 combined in type. In all these 
cases both the vesicovaginal and the recto- 
vaginal fistulae were operated upon at the 
same time. In this series 4 were cured, 2 
after the second attempt, 1 at the third 
attempt and 1 after the sixth attempt. The 
one that healed at the sixth attempt had a 
temporary colostomy .done before the 
rectovaginal fistula could be closed. As 
the vesicovaginal fistula could not be 
closed even at the 6th attempt, both ureters 
were transplanted. 

Treatment. The flap-splitting operation 
has been described and illustrated clearly 
by Thomas (1945). I wish to deal with 
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certain important points regarding the 
treatment of these cases. I should like to 
stress the importance of preliminary treat- 
ment. Anaemia, local and urinary sepsis, 
should be treated. The haemoglobin level 
should be brought up to at least 60 per cent. 
Local sepsis is treated by frequent applica- 
tion of zinc cream so that a coating of 
the cream is always covering the vulval 
skin. This prevents the urine from coming 
into contact with theskin. If done properly 
the excoriation and ulceration disappear 
and vulval skin becomes healthy in a week. 
If operated even with slight sepsis, disaster 
may result. I have seen a patient die of 
tetanus because she was operated on before 
the complete clearance of sepsis by an im- 
patient surgeon. The patient is put on sul- 
phanilamide for a week to clear the urinary 
sepsis. Anti-syphilitic treatment is insti- 
tuted if necessary before the operation. 

Time of operation. I prefer to do the 
operation 3 months after the last labour, or 
6 to 8 weeks after the last operation. 

Anaesthesia. I prefer a spinal anaesthesia 
with 13 ml. of heavy percaine (1 in 200). 
In none of my cases was there any necessity 
to supplement the spinal anaesthesia with 
general anaesthesia towards the end of the 
operation, even though I have taken in 
some cases 3 and even 4 hours to complete 
the operation. 

Position. I use the lithotomy position. 
the patient’s buttocks are brought well 
down 3 inches beyond the edge of the table, 
and the head of the table is tilted as low 
down as necessary to enable one to 
see the fistula. Even a fistula adherent to 
the symphysis pubis and pulled up can, in 
this position, be easily seen. I sew the 
labia minora to the thighs to open up the 
ostium. A paravaginal incision may be 
necessary in narrow vaginae. In this series 
this incision was made in 28 cases on one 
side and in 2 cases on both sides, before the 
introduction of an Auvard’s speculum. 
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Mobilization and suture material. The 
secret of success in this operation is free 
mobilization of the bladder from the 
vaginal skin, cervix and, rarely, the pubic 
arch, so that there is absolutely no tension 
in the stitches in the bladder at the end of 
the operation. Sometimes the urethra also 
may have to be mobilized. One should 
make certain that there is not more than 
one opening in the bladder. In 8 cases of 
this series more than one opening was found 
in the bladder. I have used in this series 
very fine chromicised catgut, silkworm gut, 
and nylon sutures on round-bodied semi- 
circular needles for suturing the bladder. 
In 32 cases the opening in the bladder was 
sutured in 2 layers—internal interrupted, 
and outer continuous, sutures. The internal 
suture materials were either catgut or non- 
absorbable silkworm gut or nylon. The 
outer continuous suture material was 
always catgut. The repaired bladder could 
not be covered with the vaginal wall in 4 
cases, as there was not sufficient vaginal 
wall. This did not make any difference in 
the healing of the fistulae. Latterly, I 
found, I was able to cover the bladder by 
bringing together the cut edges of the 
vagina in such a way that the line of suture 
is transverse, even in cases where the whole 
of the anterior vaginal wall was destroyed. 
This serves the purpose very well even 
though it shortens the length of the vagina 
to some extent. A catheter in the bladder 
is sutured to the labia minora. The vagina 
is packed with sulphanilamide powder. 

After care. I nurse my patients on the 
back and allow them to move about in the 
bed. The catheter is kept in for ro to 12 


days, so that the bladder is always kept 


empty. To ensure this the quantity of 
urine should be measured and charted 


every hour day and night, so that one has 


early warning if the catheter becomes 


‘blocked. The bowels are left alone for 10 
days. After removal of the catheter the 


patient is told to pass urine every hour for 
4 or 5 days, and thereafter only when she 
has the inclination. She is kept in bed for 
4 weeks and advised to avoid coitus for 3 
months, and to report if she becomes preg- 
nant, at the eighth month of pregnancy. 

Transplantation of ureters. I am of 
opinion that a surgeon cannot decide that 
a particular case of fistula is inoperable 
until he sees the real state of the fistula 
during operation. I have seen a good 
number of fistulae which suggested inoper- 
ability, but during operation I have found 
that they could be closed successfully. One 
is not justified in making a statement like 
‘a pin point fistula or one larger than a 
shilling is inoperable ’’ as stated by Murray 
and Ahmed (1941). In this series, out of 8 
pin-point fistulae, 7 were cured, and only 
I was not cured. Even this one could have 
been cured if she had waited for another 
operation. Out of 13 combined fistulae, 
where the opening admitted 4 fingers due 
to destruction of the whole anterior wall of 
the vagina, 8 were cured, 1 of them after the 
sixth operation. 

In this series of 100 cases, 5 were treated 
with transplantation of ureters and 5 more 
would have required the same operation. 
This was done after trying the usual 
operative treatment. Juxta-urethral and 
2 combined fistulae required this opera- 
tion. Two of them were complicated 
by rectovaginal fistulae. Four cases were 
done after I operation, and 1 after 5 
operations. In 1 the ureters were trans- 
planted in two stages (White’s operation). 
In all the other cases both the ureters were 
transplanted at the same time (Coffey’s 
operation). The transplantation of ureters 
and repair of rectovaginal fistula were done 
at the same time in the woman who died. 
This prolonged operative procedure was too 
much for her and she died of shock. I have 
had 5 more cases, which are not included in 
this series, where 1 of the ureters was trans- 
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planted to cure ureterovaginal fistulae as a 
result of injury to the ureter after total, 
subtotal and Wertheim’s hysterectomy. 
Subsequent deliveries. Even though all 
the fistulae are not due to disproportion, I 
feel that all subsequent deliveries should be 
by the abdominal route, even though I have 
come across I or 2 cases who have been 
delivered by the vaginal route without in 
any way disrupting the healed fistulae. 
Rare cases, where the fistulae have occur- 
red in multiparae with a history of natural 
labour and without much scarring in the 


‘vagina, can be allowed to deliver them- 


selves in a hospital under the care of their 
obstetrician. 


SUMMARY. 


One hundred cases of vesicovaginal 
fistulae which came under my care during 
20 months (January 1945 to April 1948) are 
reviewed. They are classified according to 
their size as large, small, and pin-hole. 


There were 31 cases of large, 61 cases of 


small, and 8 cases of pin-hole fistulae. They 
are also classified according to their situa- 
tion as juxta-urethral, midvaginal, juxta- 
cervical, and combined. There were 45 
cases of juxta-urethral, 21 cases of mid- 
vaginal, 21 cases of juxtacervical, and 13 
cases of combined fistulae. 

The other pathology met with in these 
cases, as prolapse of the mucous membrane 
of the bladder through the fistulous open- 
ing, destruction of urethra, severance of the 
urethra from the neck of the bladder, 
blockage of the urethral opening at its 
proximal end, visibility of the ureteral 
opening at the edge of the fistula, destruc- 
tion of the vaginal portion of the cervix, 
burial of the vaginal portion of the cervix 
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under the vaginal mucous membrane, 
adhesions of the fistula to the cervix and 
pubic arch, and contraction of the lumen 
of the vagina are described. 

The results of the treatment are given 
and it is shown that all cases were operated 
by the flap-splitting method, except 4 where 
new urethrae were formed. Twenty out of 
2I midvaginal, 17 out of 21 juxtacervical, 
2g out of 45 juxta-urethral, and 7 out of 13 
combined fistulae were cured at the first 
attempt. 

Combined vesicovaginal, and rectovagi- 
nal fistulae were all operated at the same 
time. Where ureteral transplantations 
were done, both the ureters were trans- 
planted at the same time. 

The views are advanced that the repair 
by the abdominal route is never necessary, 
and that transplantation of ureters should 
not be done before at least one attempt is 
made to close the fistula however big it 
may be. 

Caesarean section is advocated in almost 
all cases of pregnancy following a success- 
ful repair. 


I wish to thank the colleagues who have 
assisted me, particularly Dr. Indira Bai 
and Dr. Subadhra Devi who helped in most 
of the operations and were responsible for 
the after care. 
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ANAEMIA SIMULATING PRE-ECLAMPTIC TOXAEMIA 
BY 


J. M. Scorr, M.D., 
AND 


A. D. T. Govan, M.B., Ch.B., Ph.D., F.R.F.P.S.G. 
Department of Research, Glasgow Royal Maternity Hospital. 


THIRTY years ago pernicious anaemia of 
pregnancy was regarded as a rare com- 
plication in comparison with the more 
common iron deficiency anaemia (Osler, 
1919; Beckman, 1921). Even as late as 
1937 Reid and Mackintosh did not find 
one case in a series of 1,108 pregnancies. 
Stevenson (1938) was the first to publish 
any large series, and she managed to 
collect 30 cases over a period of 6 years. 
More recently, due to the work of Seger- 
dahl (1941), Miller and Studdert (1942), 
Davidson, Davis and Innes (1942), Lescher 
(1942), and Callender (1944), opinions on 
this matter have had to be revised. These 
authors have shown, by using more modern 
haematological methods, that many cases 
hitherto regarded as iron-deficiency anae- 
mias, on account of their normocytic or 
microcytic hypochromic blood-picture, 
were actually atypical cases of pernicious 
anaemia of pregnancy. This diagnosis was 
based on the presence of megaloblasts in 
the marrow. 

In our study we have found that not only 
is the blood-picture atypical but the clinical 
picture is frequently very variable. During 
the past 18 months we have encountered a 
number of cases in whom the symptoms and 
signs are particularly apt to be misleading. 
Not only so, but these cases showed a well- 
defined syndrome which followed a typical 
course and could be easily recognized 
provided certain precautions were taken. 
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These cases simulate pre-eclamptic 
toxaemia very closely and it is therefore 
of importance that they should be correctly 
diagnosed. A number of authors have 
drawn attention to cases of anaemia of 
pregnancy which resemble pre-eclamptic 
toxaemia, but apart from mentioning this 
condition in the differential diagnosis of 
pre-eclamptic toxaemia, it has not been 
studied in detail. Yet, as early as 1912 
Naegeli reported a case of anaemia re- 
sembling pre-eclampsia except that only a 
trace of albumen could be found in the 
urine. Similar cases have been mentioned 
by Beckman (1921), and Callender (1944), 
and numerous authors have noted the 
tendency to misdiagnosis (Smallwood, 
1936; Stevenson, 1936; Miller and Stud- 
dert, 1942; Callender, 1944). 

In all, we have collected 13 cases of this 
syndrome and the following is a resumé 
of the results found after detailed clinical 
and haematological studies. 

General features. The majority of 
our patients were below 30 years of 
age. Only the four very severe anae- 


‘mias in the group were older and their 


ages ranged from 36 to 39 years. Almost 
all the patients lived in poor economic 
circumstances, but due to the lack of 
symptomatology with reference to anaemia 
it was impossible to form any idea as to the 
duration of their anaemic state. A definite 
history could only be obtained in the case 
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of 4 patients suffering from an extreme 
degree of anaemia with haemoglobin read- 
ings less than 32 per cent Sahli (5.1 g. 
haemoglobin per cent). Three gave a 
history of a dietary deficiency, where the 
protein and iron intakes were low. The 4th 
patient, who came from the Outer Hebrides, 
had a good dietary intake except for the 
absolute exclusion of green vegetables in 
winter and oatmeal which was scarce at that 
time due to rationing. Because of the 
greater severity of the anaemic process in 
these 4 patients they came under observa- 
tion earlier in pregnancy than the less 
severe asymptomatic group who were seen 
just before term. All 4 patients were thus 
between 32 and 38 weeks pregnant when 
they came under observation and their 
symptoms dated on the average from the 2 
months prior to admission. 

In the whole series none gave any 
family history of anaemia and only I 
patient had a previous history of anaemia. 
This particular case was rather interesting. 
A young married woman of 25 years had 
been admitted to the antenatal wards in 
1946 as a case of pre-eclamptic toxaemia. 
The blood-pressure then was 150/100 but 
fell to normal levels soon after admission. 
Oedema was marked and only a trace of 
albumen was found in the urine. She made 
no complaint relative to anaemia and clini- 
cally her condition then was substantially 
the same as it was in the present pregnancy, 
viz. pallor and oedema, but with this ex- 
ception—that trophic changes had now 
appeared. -Symptoms appeared in the 
puerperium and when a marrow examina- 
tion was made at this time, the picture was 
very similar to that observed in her latest 
pregnancy. 

General symptoms. In the majority of 
cases no complaint referable to anaemia 
was made although all cases had haemo- 
globin readings below 50 per cent Sahli, 
equivalent to 8 g. percent. In the case of 
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the most severely anaemic patients, 4 in 
number, whose haemoglobin was less than 
5.1 g. per cent, the general symptoms of 
anaemia such as progressive weakness and 
fatigue were present. In all cases the 
striking feature was the presence of 
signs usually associated with pre-eclamptic 
toxaemia, viz., oedema, hypertension and 
albuminuria. 

Oedema. Oecedema was present in all 
cases and appeared to be proportional to 
the degree of anaemia. It was mostmarked 
in the 4 very severe anaemias where the 
trunk as well as the limbs was involved and 
in 2 even the face and hands were swollen. 

Hypertension. The blood-pressure was 
elevated in all cases, readings from 170/100 
to 140/80 being recorded. The systolic 
pressure was relatively higher than the 
diastolic, thus giving a big pulse pressure, 
which varied from 60 to 77 mm. of mercury. 

Albuminuria. With the exception of 2 
patients who had pyuria due to a coliform 
infection and a third patient who had 
a complicating tracheitis in addition to 
a very severe degree of anaemia (haemo- 
globin—16 per cent), only a trace of 
albumen could be found in the urine. 

Trophic changes. Trophic changes were 
common when the anaemia was very 
severe. Only 1 patient in the asymptomatic 
group had cheilosis and she was the young 
woman quoted above, who showed this 
syndrome in 2 successive pregnancies. All 
the very severe anaemias had smooth 
tongues with atrophy of the papillae at the 
periphery. The glossitis was painless, 
however. Koilonychia was less common, 
occurring in only 2 of the patients, and 
although a further 2 gave a history of 
cheilosis it was not observed at the time of 
admission. 

Other signs and symptoms. All the very 
severe anaemias complained of anorexia, 
but only in one was there excessive vomit- 
ing and diarrhoea. Pallor was variable 
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and usually slight. Indeed in the asympto- 
matic group it was often absent and it only 
became really marked in 2 of the very 
severe anaemias, where the patient with the 
haemoglobin of 16 per cent showed a 
typical ‘‘lemon yellow’’ appearance. 
Splenic and hepatic enlargement were not 
detected on admission, but the spleen was 
quite definitely enlarged to palpation in 
2 of the patients after delivery. 
Morphology. All the patients had a 
microcytic hypochromic blood-picture. As 
the haemoglobin fell, there was a corre- 
sponding, though less marked, fall in the 
haematocrit and red blood corpuscle 
count, and hence an even more microcytic 
picture (Tables I and II). When the bone- 
marrow was examined the findings were 


I. 
Serial Haematological Findings in the 
Asymptomatic Group. 


Ante- Levels 7th Levels 3rd 

natal day of day of 

levels puerperium puerperium* 
Hb. 38 28 
RBC, 3-42 2.6 
20 21 
6.5 6.9 6.6 
Plasma proteins 5.5 5.2 4-5 
Megaloblasts 2.5 2.3 _ 
Normoblasts ... 22 35 _ 
Myeloid JO 49 


*Note the change in readings on the 3rd day of 
the puerperium—probably due to haemodilution. 


Taste II. 
Initial Haematological Findings in Symptomatic 
Group. 
RB.C. .. .. 2.8 Plasma proteins 4.7 
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even more striking. Haemopoiesis was 
predominantly normoblastic, but a differ- 
ential count revealed the presence of 
megaloblasts averaging 2.5 per cent 
(Fig. 1) in the asymptomatic group, and 
4.9 per cent in those with symptoms. The 
majority were early basophilic types, but a 
few promegaloblasts were also seen. In all 
cases examined before delivery the normo- 
blast percentage was low—namely, 22 
per cent, but in the puerperium, and 
especially after commencing iron therapy, 
counts as high as 34.7 per cent were 
obtained. 

Biochemistry. Test meals carried out in 
2 of the patients showed achlorhydria and 
hypochlorhydria respectively. The initial 
plasma protein value was moderately low 
in the asymptomatic group, viz. 5.5 g. per 
cent. In the remaining very severe anae- 
mias it was considerably lower, viz. 4.7 g. 
per cent. Callender (1944) also found low 
plasma protein levels in r of her cases 
resembling pre-eclamptic toxaemia. 

Biochemically a further point of interest 
was found. The plasma of the 4 very 
severe anaemias was icteric, though the 
jaundice was not noticeable clinically. All 
4 patients had a plasma bilirubin esti- 
mating I mg. per cent, and the urine in 
each case gave a strong positive reaction 
for urobilinogen. 

Progress. In the asymptomatic group 
the majority of patients were at term, and 
it was impossible to carry out full investi- 
gations before delivery. Indeed 1 patient 
was surgically induced on admission to 
hospital and a second was delivered at home 
while awaiting admission. Of the re-. 
mainder the blood-pressure was normal 
within 24 hours of admission in 3, within 
48 hours in 2, and within a week in 2. The 
albuminuria cleared as quickly, but the 
oedema took slightly longer to disappear. 
During the puerperium in all of these 
patients signs and symptoms referable to 
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anaemia made their appearance. This 
latter finding was common to the whole 
group and it was not until the third day 
that the patient made any specific com- 
plaint. Four of the patients with initial 
haemoglobin readings of less than 40 per 
cent Sahli complained of extreme weakness 
after delivery and even felt dizzy when 
sitting up in bed. Pallor was marked. The 
oedema had disappeared and in r case the 
spleen was palpably enlarged. The labour 
in all cases was uneventful. Haemorrhage 
was not excessive and the forceps-rate was 
not increased. Mild pyrexias were more 
frequent in the puerperium, but no other 
major complications arose. 

From Table I it will be seen that the 
blood-levels before and 1 week after 


delivery approximate very closely. Inter- 


mediate observations were made in 2 cases 
however, and the lowest average haemo- 
globin and plasma proteins recorded on 
the 3rd day were 29 per cent and 4.5 per 
cent respectively. This temporary fall in 
blood-levels would, therefore appear to 
coincide with the onset of symptoms in the 
puerperium. 

The 4 very severe anaemias forming the 
second group who had symptoms were 
seen earlier in pregnancy on account of this 
fact. It was, therefore, possible to investi- 
gate and carry out treatment in these cases 
before delivery. As before, the blood- 
pressure fell and the albuminuria cleared 
up after admission, but the oedema which 
was gross took longer to disappear. One 
patient had a very oedematous vulva which 
eventually required to be incised. All 
patients showed a response to treatment 
before delivery. It is interesting to note 
that unlike the previous group their symp- 
toms were not aggravated in the puer- 
perium, even when as in 2 cases treatment 
had only been given for 2 weeks prior to 
delivery. One patient was not delivered in 
hospital and it has been impossible to re- 


port her progress thereafter. In the other 
3, cases the labours were uneventful. Blood- 
loss was normal and the puerperium was 
uncomplicated. 

Treatment. In the asymptomatic group 
treatment was commenced after delivery. 
All the patients responded to iron therapy. 
Reticulocytes rose as high as 7 per cent on 
iron alone, and 6 weeks later on reporting 
back the average haemoglobin was 54 per 
cent. One patient with an initial haemo- 
globin of 37 per cent was given folic acid 
20 mg. daily in addition to iron therapy. 
Her reticulocytes rose to 10 per cent, and 
itis interesting to note that her haemoglobin 
reading had reached 54 per cent by the end 
of the third week. 

Since the blood-picture of the 4 remain- 
ing severe anaemias was so predominantly 
microcytic and hypochromic, it was decided . 
to watch the effect of iron therapy alone on 
these patients. Three were given a scale 
preparation , ferri et ammon cit gr. xxx t.d., 
but the 4th patient, with a haemoglobin 
of 16 per cent, was given iron intra- 
venously. (Ferrivenin 100 mg. daily.) All 
showed an immediate improvement in the 
haemoglobin reading, but the increase was 
greatest in the patient given iron intra- 
venously. Whereas the other cases showed 
an average rise in haemoglobin of 5 per 
cent per week she showed an increase of 
between 8 and 9g per cent per week and her 
reticulocytes on the 6th day of treatment 
estimated 20 per cent. Concurrently with 
the rise in haemoglobin, the patients who 
were given iron orally showed a rise in red 
count and haematocrit. The patient on 
intravenous iron did not show this rise and 
within 8 days of commencing treatment the 
anaemia had become definitely macro- 
cytic. Liver therapy was then commenced 
and a second peak in the reticulocyte curve 
was obtained (17 per cent). 

Of the remaining 3 cases, 2° were de- 
livered within two weeks of commencing 
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therapy, and thereafter improved even 
more rapidly on iron alone. The third 
patient was given iron for a period of 3 
weeks, when improvement ceased, the 
haemoglobin having risen from 23 per cent 
to 35 per cent and the red count from 2.81 
to 3.22 million. Despite continued treat- 
ment with iron in hospital for a further 7 
days no improvement was noted until liver 
therapy was commenced. Thereafter the 
haemoglobin and red cell count began 
to rise again and by term estimated 58 per 
cent, and 4.39 million respectively. 

Biochemically two interesting points were 
noted during the course of iron therapy. 
First, the latent jaundice disappeared. 
Within a few days of commencing therapy 
the indirect Van den Bergh became nega- 
tive and the urine gave a negative reaction 
for urobilinogen. Secondly, a remarkable 
drop in the plasma proteins occurred. It 
will be remembered that the plasma protein 
value was low in these patients originally 
(4.7 gm. per cent) yet within a week the 
average had dropped even further to 3.9 g. 
per cent. When this happened a high 
protein diet was given and when Cashydrol 
became available 2 of the patients were 
given this in daily doses of 3 j. One of the 
patients showed a rise in plasma proteins 
from 3.45 to 4.7 g. per cent after one week’s 
treatment with Cashydrol; and the other 
from 3.7 to 4.65 g. per cent. 


DISCUSSION. 

From the foregoing findings it is clear 
that these 13 cases of anaemia are examples 
of the same clinical and pathological con- 
dition. 

To facilitate the presentation of the cases 
they have been divided into two groups, 
but it will be obvious by now that any 
distinctions made are mainly ones of 
degree. Both groups presented the three 
cardinal signs of toxaemia, viz. oedema, 
high-blood-pressure and albuminuria, but 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


in the first group the oedema was less 
marked. The blood-pressure was raised in 
all patients independent of the degree of 
anaemia, but unlike cases of true toxaemia 
the rise was mainly in the systolic pressure, 
whereas the diastolic showed little or no 
increase. Thus a considerable increase in 
the pulse-volume occurred. Also with 
reference to the blood-pressure a fall to 
normal levels occurred usually within 24 
hours of admission to hospital. Albumin- 
uria was not a prominent feature in our 
cases, and was only present as a trace. This 
cleared up, too, shortly after admission. Of 
the triad, therefore, oedema was the most 
marked feature. 

In the less severe anaemias it was their 
only complaint. The anaemia was not an 
obvious feature antenatally, but on the 3rd 
day of the puerperium when postpartum 
haemodilution was maximal (Oberst and 
Plass, 1936; Crawford, 1940) the symptoms 
became proportional to the degree of 
anaemia. Not only did this occur in every 
case but the same patient showed the same 
phenomena in 2 successive pregnancies. 

The 4 very severe cases of anaemia did 
have symptoms relative to their anaemic 
state, but even so the symptoms were mild 
and the tendency in these cases is to con- 
sider the anaemia as an incidental feature 
in the course of an apparent pre-eclamptic 
toxaemia. Clinical signs were variable 
but on the whole pallor was more marked 
in these cases and they all showed trophic 
changes. 

Haematologically the blood and marrow 
pictures were essentially the same in both 
groups. All the patients had a microcytic 
hypochromic blood picture and in the 
absence of any further investigation would 
have been diagnosed as iron deficiency 
anaemias. The marrow examined before 
delivery revealed rather unexpected find- 
ings. Not only was the normoblast per- 
centage low but megaloblasts were also 
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Bone-marrow smear showing two typical basophilic 
megaloblasts. 
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found. This type of marrow- and blood- 
picture we have been able to classify as 
that of atypical pernicious anaemia of 
pregnancy and the condition will be con- 
sidered later in a review of the anaemias 
of pregnancy. At present let it suffice to 
say that in the cases treated long enough 
to develop a resistance to iron the effect of 
liver therapy would seem to prove that a 
deficiency of the ante-anaemic liver 
principle was present in addition to a very 
marked iron deficiency. 

One other finding would also appear to 
be common in these anaemias, namely that 
of protein deficiency. The majority in the 
severe group gave a history of dietary 
deficiency and diminished protein intake 
and this group certainly gave the lowest 
values recorded in all our large series of 
anaemias. Why the fall in plasma protein 
levels occurred after commencing iron 
therapy is difficult to say, but in view of the 
original protein deficiency some of it may 
be deviated from the plasma for haemo- 
globin production. 

Before concluding a discussion on this 
group of cases of atypical pernicious 
anaemia of pregnancy which resemble 
toxaemia, two interesting points should be 
mentioned. The first is an attempt to 
answer the question, ‘‘Why should the 
majority of the patients have no symptoms 
of anaemia? ’’ The presence of the raised 
systolic blood-pressure and the increased 
pulse volume in all cases suggested that the 
blood-pressure might bear some relation 
to the symptoms. One-hundred-and-four 
cases of moderate and severe anaemia 
were, therefore, investigated and the 
average blood-pressure of the patients with 
and without symptoms in each haemo- 
globin group was charted (Fig. 2). It will 
be seen that the curves are parallel but the 
blood-pressure curve of the patient with- 
out symptoms is definitely higher and this 
would appear to hold for both systolic and 


diastolic readings. Hence it would appear 
that the asymptomatic patients have a 
higher blood-pressure, and that this holds 
irrespective of the degree of anaemia. It 
was also interesting to note that as the 
anaemia became more severe the number 
of asymptomatic cases decreased until only 
the cases in the present series of anaemias 
simulating toxaemia remained. 

If a raised blood-pressure can prevent a 
patient from fully appreciating her anaemic 
state, the question arises as to whether this 
is a compensatory mechanism of the body 
or not. Novak and Samaan (1935) have 
shown experimentally that increased 
cerebral anaemia can produce a rise in 
blood pressure and possibly the same 
““ compensatory mechanism ’’ is at work in 
our cases of anaemia. With the rise in 
blood-pressure it is obvious that the cir- 
culating time is reduced and the same 
number of red-blood cells, circulating more 
frequently, can deliver more oxygen to the 
tissues. This occurring in an anaemic 
patient, where symptoms are produced by 
diminished oxygenation of the tissues, 
would explain the absence of symptoms in 
such acase. With bed rest, however, there 
is less demand for O., and hence the com- 
pensatory mechanism is withdrawn, as 
evidenced by the fall of blood-pressure in 
out-patients soon after admission. The 
appearance of symptoms in the puerperium 
is probably the result of blood-loss during 
labour and temporary postpartum 
hydraemia (Crawford, 1940; Plass and 
Bogert, 1924; Skaaja et al., 1929; Dieck- 
mann, 1933). Both of these changes will 
lead to a deficient oxygenation of the 
tissues. 

The second point of interest which arises 
out of the above hypothesis is that the loss 
of ‘‘compensation’’ in the puerperium 
may explain in part the number of cases 
of pernicious anaemia of pregnancy which 
have been reported to develop suddenly in 
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Charts showing the relationship of blood-pressure to symptomatology. 

It will be noted that both in regard to systolic and diastolic pressures 

the reading is always much higher in asymptomatic patients at any 
given haemoglobin level. 


the puerperium (Smallwood, 1936; Steven- 
son, 1930; Lescher, 1942; Callender, 1944). 
We have certainly shown that such an 
asymptomatic severe anaemia can occur 
during pregnancy, that it rapidly becomes 
apparent clinically in the puerperium and 
hence may lead to the erroneous assump- 
tion that the anaemia itself is of rapid 
origin. 


SUMMARY. 


1. Thirteen cases of anaemia simulating 
pre-eclamptic toxaemia are described. 

2. Investigations demonstrated _ the 
existence of a distinct syndrome, showing 
the cardinal features of toxaemia, viz., 
oedema, hypertension and albuminuria. 


3. Although the patients were severely 
anaemic the general symptoms and signs 
commonly associated with anaemia were 
absent except in 4 cases, where the anaemic 
condition was extreme (haemoglobin less 
than 5.1 g. percent). 

4. Antenatally the syndrome can be dis- 
tinguished from that of true toxaemia by 
careful examination of the blood-pressure, 
urine and blood-picture. The true diag- 
nosis becomes apparent after admission to 
hospital, when changes occur in the blood- 
pressure and albuminuria. 

5. The increase in blood-pressure is 
mainly on the systolic side and there is a 
consequent increase in the pulse-pressure. 

6. Following admission to hospital the 
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blood-pressure usually falls to normal limits 
within 24 or 48 hours. 

7. The oedema is much more marked in 
these cases of anaemia in relation to the 
hypertension than is usually the case in 
pre-eclamptic toxaemia, and the extent of 
the oedema appears to vary directly with 
the severity of the anaemia. 

8. Despite the gross nature of the oedema 
albuminuria is of slight degree and the urine 
rapidly clears with rest in bed. 

g. The absence of symptoms and 
objective signs referable to anaemia would 
appear to be related in some measure to the 
increased blood-pressure and the conse- 
quent increased rate of circulation. This 
hypothesis also seemed to hold for all 
anaemias. A series of 104 anaemias in 
pregnant patients has been surveyed and 
it has shown that the presence or absence 
of symptoms varied directly with the blood- 
pressure level. 

10. Untreated asymptomatic cases 
rapidly became symptomatic in the puer- 
perium, generally about the third day. At 
this time haemodilution was most marked 
and the blood-pressure had previously 
fallen with rest in bed. These two factors 
probably account for the appearance of 
symptoms. 

11. The sudden appearance of symptoms 
in these cases may afford an explanation 
for reports appearing in the literature of 
cases of puerperal pernicious anaemia of 
sudden onset. 

12. Examination of the peripheral blood 
and bone-marrow has shown that these are 
cases of atypical pernicious anaemia of 
pregnancy. The peripheral blood-picture 
is that of an ordinary iron deficiency 
anaemia, but the bone-marrow contains 
megaloblasts and the normoblasts are 
greatly reduced. 


13. The diagnosis of pernicious anaemia 
of pregnancy is confirmed by the response 
of these cases to treatment in the antenatal 
period. Iron therapy rectifies the iron 
deficiency, but no improvement in the 
blood-picture occurs beyond a certain limit, 
generally 50 per cent Sahli (8 g. per cent). 
At this level liver therapy has to be provided 
before any improvement is obtained. 

14. In the puerperium iron alone is 
sufficient to raise the blood-values to 
normal, but therapy must be prolonged. 
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INTRODUCTION. 


Very little appears to be known about the 
venous flow in the lower extremities in 
women in labour and during the puer- 
perium. The frequency of oedema and of 
varicose veins has led to the assumption 
that venous flow is impeded by the pressure 
of the gravid uterus on the veins in the 
pelvis, but actual measurements on the 
degree of stagnation so caused do not 
appear to have been made. The introduc- 
tion of radioactive tracer elements into 
medicine has, however, greatly facilitated 
such investigations and made them far 
more accurate. The present series of cases 
sets out preliminary observations in a 
group of women during labour and in the 
puerperium using radioactive sodium, 
Na, as a solution of Na*Cl, to determine 
the venous flow times in the legs. Very 
small quantities of radioactive material are 
required, so that there is no danger to either 
mother or infant; indeed the dose of radia- 
tion to the infant is less than that delivered 
during an ordinary radiographic pelvi- 
metry examination. (For details of dosage 
etc., see Osborn and Wright, 1949, Wright, 
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Osborn and Edmonds, 1948.) The intra- 
venous injection of a small quantity of 
saline does not disturb the chemical balance 
of the blood, while the volume introduced, 
t ml. or less, is insufficient to modify the 
the rate of blood-flow in the limb as a whole, 
whose total blood-volume is at least 500 ml. 
The results have been obtained, therefore, 
under conditions as nearly normal physio- 
logically as possible. 


METHOD. 


The clinical technique of measuring the 
rate of blood-flow in the legs was the same 
as that described previously for similar 
observations in normal subjects (Wright, 
Osborn and Edmonds, 1948), while the 
electrical circuit and mechanism required 
for recording the results on a kymograph 
are discussed in detail elsewhere (Osborn 
and Wright, 1949). Briefly the method 
was as follows : the limb of the patient to be 
examined was immersed in a water-bath 
at 40°C. for 10 minutes to ensure vasodila- 
tion. One ml. sterile saline containing 
5-Io microcuries of radioactive sodium 
was injected as rapidly as possible into one 
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of the veins on the dorsum of the foot with 
the patient in the recumbent position, and 
the arrival of the radioactive material in 
the femoral vein at the groin was recorded 
electrically, on a kymograph, the sensitive 
element of the apparatus being a gamma- 
ray Geiger-Miiller suitably placed and 
screened. 

The time of the injection was recorded 
on the kymograph and the instant of the 
arrival of the Na™“Cl at the groin was 
obtained from the tracing, and thus, know- 
ing also the length of the patient’s leg, the 
average rate of blood-flow could be 
calculated. In practice it was found most 
satisfactory to correct the observed time to 
correspond to a standard leg length of 
80cm. and to express the rate of flow of the 
blood as foot-groin time in seconds. 

In this series of cases, 50 women were 
examined in this manner on two separate 
occasions. The group included 39 
primigravidae; the rest had previously 
borne 1 to 5 children. Cases with severe 
varicose veins were not included in this 
series though some degree of swelling 
of the feet and ankles was commonly en- 


‘countered. The first estimation of venous 


flow time was made during the first stage 
of labour, in most instances when the con- 
tractions were regular, occurring every 
3 to Io minutes, and moderately severe. A 
few women had received some analgesic 
drug (Pethidine, 100 to 150 mg.) before 
the flow-time measurement was made, but 
subsequent analysis showed that this had 
not significantly affected the findings in 
these cases when compared with those 
women who had received no such drug. 
The second examination was made between 
the 4th and 10 day of the puerperium. The 
usual practice in this hospital is to start 
ambulation and active exercises within 72 
hours of delivery, and in all but 11 cases in 
this series the women were out of bed 
and walking by the time the second obser- 


vations were made. Those who were still 
confined to bed had suffered various 
obstetrical complications such as forceps 
deliveries, postpartum haemorrhages or 
severe perineal tears. With all the patients, 
however, active movements, exercises and 
massage were supervised daily. No cases 
are reported here following Caesarean 
section. 


RESULTS. 


The results obtained are set out in the 
form of a histogram in Fig. 1. This 
shows the distribution of foot-groin times in 
tiie experimental group of 50 women who 
were observed both during labour and in the 
puerperium, compared with a control group 
of 50 normal non-pregnant young women. 
In the first stage of labour, the range of 
flow-times was much increased, while the 
mean for the group falls at the extreme 
upper limit found in normal subjects 
(Wright, Osborn and Edmonds, 1948) ; the 
foot-groin times fell outside the upper 
normal limit in 18 cases. The return to 
normal rate of flow during the puerperium 
is striking; within the first ro days the 
range of observed flow-times diminished 
and the mean for the group was almost 
identical with that of the normal subjects. 
In the 11 women who were confined to bed, 
a similar return to normal was noticed (i.e. 
average flow-time in labour = 60.4 secs., 
in puerperium = 17.3secs.). This suggests 
that the decrease of pelvic pressure caused 
by the involution of the uterus has, in these 
cases, a greater influence upon the rate of 
the blood-flow in the legs than has the 
confinement to bed for a few days. These 
young women, moreover, though not 
actually allowed to walk, received active 
exercises and massage and were encour- 
aged to move about in bed to a far greater 
extent than is usually found in surgical or 
severe medical cases. 

Fig. 2 sets out the changes observed in 
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NUMBERS OF CASES 


DISTRIBUTIONS OF FOOT-GROIN 
VENOUS CIRCULATION TIMES 


NORMAL FEMALES 


Mean 56:42 10-35 


PUERPERIUM , 4-10th. DAY 


Mean 16:42 1-45 


Seconds 


FOOT-GROIN TIMES 
IN LABOUR 
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the individual cases. The figures in the 
upper line represent the flow-times during 
labour; on the lower, those in the puer- 
perium; each oblique line joins the two 
points appropriate to one case. The slope 
of the line depends on the change in flow- 
time which has occurred. In two instances 
only had there been a slowing observed in 
the puerperium when compared with that 
found in labour and, in both of these cases, 
the flow-times were unusually short at the 
first examination. 


DISCUSSION. 


Some degree of obstruction by the gravid 
uterus to the venous return from the legs 
is commonly believed to occur, since the 
increased distension of varicose veins and 
the occurrence of oedema of the ankles, 
in the absence of toxaemia, are well recog- 
nized clinical findings in pregnancy. These 
signs usually disappear rapidly and com- 
pletely after delivery, which further points 
. to their being brought about in a mechani- 
cal manner by the increased _intra- 
abdominal pressure. Little appears, 
however, to have been recorded on actual 
measurement of such venous stagnation in 
midwifery. The present figures show 
clearly that the rate of flow of the venous 
blood at the time of delivery is appreciably 
less than normal. That the slowing is due 
directly to the gravid uterus and the pres- 
sure of the infant’s head in the pelvis seems 
most likely since there is such a rapid and 
complete return to normal, early in the 
puerperium. The slowing is probably 
brought about in a purely mechanical 
manner by pressure on the veins as they 
pass across the bony pelvis from the 
femoral ring to the vena cava. 

Some interesting observations were made 
on dogs (Billis and Wangensteen, 1939) 
into whose abdominal cavities balloons had 


been introduced. These authors used a 
cyanide method for the estimation of 
circulation times and they demonstrated 
that, as the intra-abdominal pressure was 
increased by the distension of the balloon, 
the rate of flow of the blood from the lower 
extremities was progressively reduced. 
The slowing was more marked when the 
pressure was raised suddenly than when 
time was allowed for the circulation to 
adapt itself to the increased pressure. A 
similar slowing of the venous return from 
the legs was found by the same authors in 
two clinical cases of intestinal obstruction 
with gross distension. No reference is 
made in their paper to pregnancy, but it 
appears to us to correspond closely with the 
present observations. Slowing of the 
blood-stream is believed to play an import- 
ant role in the formation of venous 
thromboses and the rarity of this complica- 
tion in pregnancy may, at first sight, seem 
surprising. Stagnation of blood is, how- 
ever, only one factor in the initiation of 
thrombosis and in the undelivered woman 
the other essential conditions for thrombus 
formation are normally absent. Tissue 
damage has not yet occurred to stimulate 
the platelet formation or cause the chemical 
changes which are observed in the blood 
during the postpartum period. These other 
factors are generally first apparent about 
the 4th day after delivery, at the time when 
venous flow is returning, or has already 
returned, to normal. The three requisites 
of tissue damage, blood changes and 
venous stagnation are, therefore, not all 
operative simultaneously. It is tempting to 
speculate on whether those patients who 
undergo venous thrombosis in the post- 
partum period either fail to regain a normal 
venous-flow time or have an abnormally 
rapid cytological and chemical response to 
the trauma of parturition, so that, in them, 
all the conditions favouring the onset of 
venous thrombosis are present together. 
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SUMMARY. 


1. Foot-groin venous-blood flow estima- 
tions have been made in obstetrical patients, 
using radioactive sodium, Na”. 

2. Fifty women were examined during 
the first stage of labour and again between 
the 4th and roth day of the puerperium. 

3. Compared with a group of normal 
(non-pregnant) women, there was a great 
retardation of the venous flow in the legs 
of patients during labour; in the puer- 
perium, however, the rate of venous-flow 
returned rapidly to normal. 
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THE TREATMENT OF CARCINOMA OF THE BODY OF 
THE UTERUS 


BY 


BRAITHWAITE RICKFORD, M.D.,.F.R.C.S., M.R.C.O.G., 


Obstetric Physician to Out-Patients, St. Thomas’s Hospital; 
Chief Assistant Chelsea Hosfntal for Women. 


THERE are few papers in the English 
language dealing with the results of the 
surgical treatment of carcinoma of the body 
of uterus, unfortified by any form of 
irradiation, in which there are more than 
100 cases investigated. Fouracre Barns 
(1942) reviews 95 cases of which 74 were 
treated by panhysterectomy, while Beattie 
(1933) discussed the results of 12 cases 
similarly treated. The papers, however, of 
Norris and Dunne (1936) and Masson 
(1939) detail the results of treating 115 and 
306 cases respectively, and their figures are 
worthy of consideration. 

In this paper a follow-up study only has 
been made of all cases of carcinoma of the 
body admitted to the Chelsea Hospital for 
Women from 1936 to 1942. It is therefore 
an entirely unselected series, in which all 
cases have been proved microscopically. 

Norris and Dunn’s 5-year survival 
figures were 47.8 per cent, while Masson 
found 66.6 per cent of his series were alive 
after 5 years. These results were good, but 
during the last 15 years or so, American 
gynaecologists have been attempting to 
obtain an improvement by the addition of 
either preoperative X-rays, or intrauterine 
radium 6 weeks or so prior to pan- 
hysterectomy. The results obtained have 
certainly justified the hopes of the indi- 
vidual workers concerned. Table I shows 
the final ‘‘ 5-year survivals ’’ from various 
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centres across the water: it is divided into 
two parts (a) and (b) to show figures for 
either preoperative radium or preoperative 
X-rays. 


TABLE I. 
Five-year Survival Rates. 


(a) For Preoperative Radium followed by 


Hysterectomy. 
No.of Survival, 
cases treated per cent 
Healy ané Brown (1939) 28 75.0 
Corscaden (1944) ... ... 25 72.0 
Scheffey, et al. (1946) ... .. 10 90.0 
Miller and Henderson (1946) 16 86.6 
Taylor and Becker (1947) ... 31 64.5 
(b) For Preoperative X-rays followed by 
Hysterectomy. 
No. of — Survival, 
cases treated per cent 
Miller (1940) ... ‘ 24 70.5 
Miller and Henderson (2940) 96 77.0 
Taylor and Becker (1947) . 13 38.4 


Corscaden (1944) is of the opinion that 80 
per cent is a not too optimistic figure from 
cases treated by his method of preoperative 
radium. 

Heyman (1947) on the other hand hopes 
to cure a similar proportion of cases by his 
improved method of packing the uterus 
with various sizes of radium applicators. 
He does not, however, rule out the use of 
surgery, but reserves it for those cases 
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which develop recurrences after radium 
treatment (approximately 7 per cent). His 
latest figures give a 75 per cent 5-year cure 
for all cases seen. It must be remembered, 
however, that all cases in which the disease 
has clinically spread from the body of the 
uterus are excluded from Heyman’s final 
analysis. On the other hand it is a 5-year 
cure rate as compared with a five-year 
survival rate. 

The routine adopted at the Chelsea Hos- 
pital for Women, from 1936 to 1942, has 
been to operate on all cases, provided that 
they were considered medically fit to 
undergo a major surgical procedure. In 
this series there was no routine irradiation. 
The main contra-indications have been 
excessive obesity, marked hypertension, 
cardiac disease, chronic respiratory disease, 
senility or gross extension of cancer. The 
operability-rate in this series of 136 cases 
was 79.4 per cent, as compared with 


Unfortunately, owing to war conditions 
in London from a moving population, a 
considerable number of cases in the later 


TaBLe II. 

Total number of cases... ... 136 
Alive and well after 5 years... 59 
Alive after 5 years with 

recurrences 
Lost 
Absolute 5-year survival . 50.73 per cent 
Absolute 5-year cure... . ee 
Five-year survival of followed- up 

patients... 


Five-year cure of. followed-up 
patients 


years were untraced—2z patients, however, 
who died from enemy action, have been in- 
cluded amongst the dead from cancer. 
Table III summarizes the various 
methods of treatment adopted. It will be 


TaBLeE III. 


Details of Treatment. 


prey 5 years 

Number Alive Alive 

Method ot with 

cases well disease Died Lost 

Panhysterectomy __... 90 54 2 17 17 
Panhysterectomy, preceded ‘by radium ; 5 2 fo) 2 I 
Panhysterectomy, with radium later for recurence 9 oO 4 5 oO 
Panhysterectomy with X-rays for recurrence .. 2 2 
Subtotal and bilateral salpingo-odphorectomy 2 2 
Radium alone 20 I 2 12 5 
X-rays alone 2 2 
Laparotomy alone I I fe) 


Heyman (1947) in which 45.4 per cent were 
“clinically operable ’’ and an additional 
41.6 per cent “‘ technically operable ’’ but 
unfit for surgical treatment for the same 
reasons as in this series. Table II gives the 
overall results obtained. 


noticed that 5 cases were originally treated 
with intrauterine radium (50 mg. for 48 
hours) it being the surgeon’s impression 
that the disease was not malignant. In these 
cases the uterus was removed within a 
week, on receipt of the pathologist’s report. 
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Table IV gives the results for cases 
treated primarily by total hysterectomy and 
bilateral salpingo-odphorectomy. It will 
be seen from Table III that 11 cases in this 
series subsequently required X-rays or 
radium for recurrences, of which more will 
be said below. Of these 11 cases, 5 were 
dead in under 5 years, and 6 were alive with 
disease, and are, therefore, included in the 
5-year survival-rate, but not in the cure- 


TABLE IV. 
Results for Cases Treated Initially by 
Hysterectomy only. 


Total number of cases... 
Alive and wellafter5 years...) 54 
Alive with disease ... 8 


Absolute 5-year cure 53-4 per cent 
Relative 5-year cure 65.1 per cent 
Relative 5-year survival 74.7 per cent 


rate. These results for surgery alone com- 
pare extremely well with the American 
figures when preoperative irradiation has 
been used, and also with Heyman’s figures 
for intrauterine radium, followed by hys- 
terectomy for recurrences. 


OPERATIVE MORTALITY. 

Amongst these ror cases there was only 
one operative death, which occurred ‘‘on 
the table’’. In this case the uterus and 
adnexae were bound down by very dense 
inflammatory adhesions. This low mor- 
tality will probably never be repeated, but 
it should not exceed 2 or 2.5 per cent, par- 
ticularly under modern anaesthetic and 
chemotherapeutic conditions. 


TABLE V. 
Summary of Cases Treated Initially with Radium. 
Total number of cases... 20 
Alive and well after 5 years ... ...... I 
Alive with recurrence... ... ss 2 


Absolute 5-year survival, 1 5 per cent 
Relative 5-year survival, 20 per cent 


Table V gives the results for cases treated 
with radium alone, e.g., the ‘‘ technically 
operable ’’ and some “‘ technically inoper- 
able ’’ cases. The amount of radium used, 
and its method and time of application 
varied considerably in these cases—but 
4,000 mg. hours was the lowest dosage, and 
at times as much as 7,000 mg. hours were 
employed. It isnot possible to estimate the 
number of Rontgen units delivered to the 
growth from the details available. The 
results achieved are extremely disappoint- 
ing. 


RECURRENCES. 


Following total hysterectomy and 
bilateral salpingo-odphorectomy, recur- 
rences are most commonly situated in the 
vault of the vagina, almost certainly from 
the implantation of cells dislodged at the 
time of operation. In the series under 
review the 11 cases already mentioned 
showed growth in the following positions. 
Vault of the vagina, 6; pouch of Douglas, 
I; vaginal vault and introitus, 2 (both were 
advanced cases with ovarian metastases at 
the time of operation), peritoneal carcino- 
matosis, 1; and abdominal wound, I 
(iliac lymphadenectomy at original opera- 
tion for glandular involvement). 

A further follow-up of 59 cases treated 
by surgery from 1943 to 1947 shows recur- 
rences in 12 cases in the following sites. 
Vault of vagina, 7; ‘‘ centre of pelvis ’’, 1; 
vault and introitus, 2; bladder trigone, I; 
peritoneum, 1. Norecurrences were found 
in the inguinal glands from any cases in 


‘these two series. 


CONCLUSIONS. 


From this follow-up study and the pub- 
lished figures from America and Sweden, 
it can be concluded that carcinoma of the 
body of the uterus, in its early stages, can 
be equally successfully treated either by 
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total hysterectomy and bilateral salpingo- 
odphorectomy alone, or preceded by 
X-rays or radium, or by intrauterine 
radium packed as by the method of 
Heyman. It is, however, impossible 
clinically to say whether small metastases 
have not already occurred in the Fallopian 
tubes or ovaries, or even whether a piece 
of the gut is malignantly adherent to the 
the uterus. If the tubes or ovaries 
were already the seat of early deposits, 
Corscaden (1944) found that these meta- 
stases were never inactivated by pre- 
operative radium in a dosage of 4,500 to 
5,000 mg. hours. It has also been shown 
by Stowe (1946) that 40 per cent of cases 
treated by preoperative radium have 
living growth present in the wall of the 
uterus when it is sectioned after removal. 
Corscaden (1944) similarly admits that in 
his series only 24.3 per cent of uteri are 
completely free of growth when removed 
later. Is it therefore rational to allow the 
disease in such sites to progress for a further 
6 weeks before its final removal ? 

As regards the Stockholm method, a 
similar argument holds, and surely intra- 
uterine radium is unsafe if the gut is already 
involved. This was present in 2 cases of the 
present series, in both of which it was 
possible to resect and anastomose the in- 
volved intestine. One patient survived for 
3 years, but the other unfortunately was 
amongst those lost. 

It would appear, therefore, taking all 
these factors into consideration, that the 
most rational treatment is primary opera- 
tion, if the patient is considered fit, with 
certain precautions taken to reduce the risk 
of late metastases in the vaginal scar. 
These steps are as follows. The cervix 


should be closed with a suture before 
hysterectomy. The body of the uterus 
should never be touched or compressed at 
any time during the operation, the removal 
being accomplished entirely by the aid of 


clamps and traction. Fourteen days after 
operation, prior to the patient’s discharge, 
radium might well be inserted into the vault 
of the vagina to deal with any scattered 
living cancer cells in the vaginal scar and 
its immediate neighbourhood. If at the 
time of operation a dangerous spill of fluid 
potentially containing malignant cells 
occurs from the uterus, or local metastases 
are present in the pelvis, then post- 
operative X-rays would also be indicated. 
Finally, a very careful follow-up with 
palpation and inspection and, if necessary, 
biopsy of any suspicious nodules in the 
vault of the vagina, is essential. 

For the ‘‘ technically operable ’’ cases it 
would seem certain that the method of 
packing the uterus with radium, as prac- 
ticed by Heyman, is the method of choice, 


SUMMARY. 


1. The results of treatment of carcinoma 
of the body of the uterus by various 
methods at present in use are discussed. 

2. A series of 136 cases, ror of which 
were treated by surgery alone, are 
analyzed. 

3. Certain conclusions are drawn and 
early postoperative radium in the vaginal 
vault is suggested as being the most likely 
method of improving the results. 


My thanks are due to Mr. J. B. Blaikley 
and Dr. Lederman and the other members 
of the staff of the Chelsea Hospital for 
Women, for their help and encouragement 
in the preparation of this paper. 

This report is a preliminary follow-up 
study and a further clinical investigation of 
the series will be published later. 
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PULMONARY EMBOLISM BY AMNIOTIC FLUID 


(A Report of a Fatal Case, together with a Review of the Literature) 


BY 


Dorotuy M. SHotton, M.B., M.R.C.O.G., 
Obstetric Surgeon, Birmingham Maternity Hospital, 


AND 


CLauD W. Tay Lor, M.B., 
Director of Pathology, Birmingham and Midland Hospitals for Women. 


In the great majority of cases pulmonary 
embolism is caused by detached venous 
thrombi. Less common, but still well 
known, are emboli of air, oil and fat. Pul- 
monary embolism by amniotic fluid, now 
mentioned in De Lee’s Obstetrics (1947) as 
a cause of sudden death during labour, is 
rare. The present case is the 16th to be 
reported. 

The condition was first described by 
Steiner and Lushbaugh (1941), who 
recorded 8 fatal cases and later (1942) 
added 2 others. Further cases were des- 
cribed by Hemmings (1947), Gross and 
Benz (1947), and Goodof (1947), bringing 
the total of recorded fatal cases up to 14. 
Seltzer and Schuman (1947) recently 
described what they consider to be a non- 
fatal example of the same condition. 

The clinical picture is one of the sudden 
onset of profound shock, accompanied by 
dyspnoea, cyanosis and pulmonary 
oedema, occurring either during labour or 
shortly after delivery. Death occurs within 
a few minutes or, at the most, hours. On 
microscopic examination of the lungs, the 
particulate contents of the amniotic fluid 
(epithelial squames, meconium, vernix and 
hairs) are found in the small arterioles and 
capillaries. The condition is of particular 


interest in the light which it throws on the 
problem of obstetric shock. 


A I-para, aged 32 years, first attended our ante- 
natal clinic on 23rd March, 1948. She was in the 
32nd week of her 2nd pregnancy. The date of 
expected delivery was 19th May. 

At her previous confinement, in 1942, she was 
delivered at term of a baby weighing 6% pounds. 

On examination her general condition was good, 
and heart and lungs showed no abnorniality. The 
blood-pressure was 104/60, and the urine normal. 
The Wassermann test was negative, and blood 
group O, Rh positive. There was marked hydram- 
nios, the abdominal girth being 40 inches. The 
presentation was a breech, confirmed by X-rays, 
which showed an apparently normal foetus. 

By 1st May (38 weeks), spontaneous version had 
occurred. The presentation was a vertex, right 
occipito-anterior, with the head floating. 
Hydramnios was still present (girth 41 inches). 

The woman was admitted to hospital on 22nd 
May, to await the onset of labour. The blood- 
pressure and urine were normal. ‘The presentation 
was a vertex, with the head floating. There was 
marked hydramnios, causing considerable dis- 
comfort and oedema of both legs. 

During the next week thg patient’s condition 
remained unchanged and on 29th May (41% weeks’ 
pregnancy) it was decided to induce labour. A 
medical induction was given consisting of castor oil 
and an enema and two intramuscular injections of 
pituitrin (2.5 and 5 i.u.), the last at 6.30 p.m. The 
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maternal pulse at this time was 96, and the foetal 
heart-rate 144. 

At 6.45 p.m. the membranes ruptured and an 
average amount of liquor drained away. 

At 7.30 p.m. there were still no contractions. 
Pituitrin (5 iu.) was given, and 5 minutes later 
strong, frequent, uterine contractions began. At 
the same time the patient complained of a sensa- 
tion of ‘‘ pins and needles’’ in the arms and legs. 

At 7.40 p-m. the nurse noticed that the patient 
was cyanosed. The pulse was rapid and poor in 
volume. Collapse followed, and marked dyspnoea, 
and coarse rales were heard over both lungs. The 
administration of oxygen and coramine had no 
effect and the patient died, undelivered, at 8.10 
p.m., 35 minutes after the onset of symptoms. 


AuTOPSyY. 

Heart. On opening the right ventricle and pul- 
monary artery in search of an embolus due to 
detached blood clot, only fluid blood was found. 
The ventricle was not distended. Minute greasy 
flecks were noted, floating in the blood of the pul- 
monary artery, and similar material was found 
adherent to the walls of the right auricle and 
ventricle. Blood clot was not found anywhere in 
the heart or main vessels. The only other abnor- 
mality found in the heart was a partially patent 
foramen ovale, the aperture admitting the tip of 
the little finger. 

Vasculay system. The inferior vena cava con- 
tained only fluid blood and, again, white greasy 
flecks of material. No other lesion or thrombosis 
was found anywhere in the venous or arterial 
systems. 

Larynx, trachea and bronchi showed cyanosis of 
the mucosae with fine petechial haemorrhages and 
containing much frothy fluid, but no foreign 
material was present. 

Lungs showed massive congestion and oedema. 

The utertts was the size of a term pregnancy. 
The peritoneal surface was intact. The cervix was 
3 fingers dilated. On opening the uterus, blood- 
stained liquor escaped and floating in this was 
much greasy material similar to that seen in the 
pulmonary artery but in greater amount. This 
material was obviously vernix; no meconium was 
seen. A large foetus, vertex presentation, was in 
the uterus and was normally attached to the 
placenta by its umbilical cord, which showed no 


lesion. The membranes showed a rupture, 2% 
inches in diameter, at the cervix, and the foetal 
head blocked the aperture. Elsewhere the mem- 
branes appeared intact, but liquor had tracked 
between the membranes and the uterine wall in one 
area to reach the edge of the placental attachment. 
The placenta itself was attached normally at the 
fundus of the uterus and showed no separation. In 
the cervical canal several large, partially collapsed 
veins were seen on the free surface. The uterine 
muscle and uterine appendages were normal. 
Foetus. The infant was well formed and weighed 


84% pounds. A large amount of vernix caseosa was 


present. 


HIsTOLoGy. 

Lungs. Many of the small arterioles contained 
the typical squames described by previous authors 
in cases of embolism due to liquor amnii. The 
embolic material was usually in the centre of the 
lumen and surrounded by red blood-cells (Fig. 1). 
Many of the alveolar capillaries were completely 
blocked by the squames (Fig. 2). An increased 
number of leucocytes was seen in some of the 
vessels but this was not a striking feature. Marked 
acute congestion and oedema of the lung substance 
were present. 

Uterine muscle. Plugs of typical squames were 
present in some of the venous sinuses (Fig. 3). 

Brain. Emboli of squames were found in a few 
of the arterioles of the mid-brain (Fig. 4). 

Heart muscle also showed a rare similar embolus 
in the coronary arterioles (Fig. 5). 

All sections stained for the demonstration of fat 
and mucin were negative. 


The table on pages 50-51 summarizes the 
relevant details of 14 of the recorded cases, 
together with our own. 


DISCUSSION. 

Incidence. From the small number of 
recorded cases it would appear that the 
condition is rare. It is highly probable, 
however, that in the past many fatal cases 
have been unrecognized, death being re- 
corded as due to haemorrhage or 
obstetric shock. From the figures of the 
Chicago Lying-in Hospital over a period 
of 9 years, Steiner and Lushbaugh esti- 
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48 
mated the incidence of fatal cases as being 
1 in 8,000 obstetric cases. They found that 
pulmonary embolism by amniotic fluid was 
the commonest cause of death during labour 
and the first 9 hours thereafter. As the 
condition becomes more widely recognized 
and, in particular, the non-fatal cases, 
which, in theory, should out-number the 
fatal, the incidence may well prove to be 
much higher than is at present supposed. 

Age of the patient. The youngest patient 
was 25 years of age and the oldest 42. The 
average age was 33 years. 

Parity. All the patients except I were 
multigravidae. In 7 out of the 15 cases, 
the catastrophe occurred in the second 
pregnancy. 

History of the pregnancy. The patients 
were typically healthy and the pregnancies 
uneventful. 

Duration of the pregnancy. Steiner and 
Lushbaugh noticed that in several of their 
patients the pregnancy was of longer dura- 
tion than normal. Of the 9g patients in 
which the duration of pregnancy is re- 
corded, 5 were postmature, including our 
present one. 

The type of labour. The catastrophe is 
definitely associated with violent uterine 
contractions. Excluding the case delivered 
by Caesarean section before the inset of 
labour, of the remaining 14 only 1 appears 
to have had a normal labour. In 12 of the 
cases the uterine contractions are described 
as being ‘‘strong’’, “‘ violent ’’, or “‘ teta- 
noid’’. In the 13th case, although there 
is no record of the contractions, the finding 
of a ruptured uterus at autopsy suggests 
that contractions of extraordinary severity 
had occurred. 

The baby. Five living children were 
born; 2 foetuses were alive until the 
mother’s death. In the remaining 8 cases 
the babies were stillborn, 2 being macer- 
ated; the other 6 had died during labour, 
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presumably from the violence of the uterine 
contractions. 

The birth-weight, recorded in 8 cases, 
was above the average, the smallest being 
7.7 pounds (3,493 g.) and the largest 12.2 
pounds (5,534 g.), with an average of 9.4 
pounds (4,254 g.). 

The time of onset of the catastrophe. In8 
of the cases the catastrophe occurred 
during the course of labour. In 4 instances, 
including the present one, the onset 
coincided with the sudden occurrence of 
powerful uterine contractions. In_ the 
remaining 7 cases the onset was immedi- 
ately after delivery. 

The survival time. The condition is 
rapidly fatal. Nine of the cases were dead 
within 2 hours and 5 more within 8 hours of 
the onset. One case only survived for any 
length of time, dying 7 days after delivery, 
and it is probable that in this case the pri- 
mary cause of death was a ruptured uterus, 
the pulmonary embolism being sub-lethal 
in amount and only a contributory factor. 
Pathology. 

(a) Autopsy findings. Apart from pul- 
monary oedema and congestion, gross 
findings have been negative in the recorded 
cases. The present case is the first on 
record in which it was possible to see par- 
ticles of vernix in the blood contained in the 
heart on naked-eye examination. The 
general absence of gross findings will 
account for the condition not having been 
recognized more frequently in the past, the 
cause of death being attributed to obstetric 
shock. In cases where the clinical history 
is one of sudden collapse suggestive of 
embolism during labour or shortly after 
delivery, and where no thrombus can be 
demonstrated at autopsy, the possibility of 
embolism from the solid constituents of the 
liquor amnii should be considered. In the 
recorded cases, and again in the present 
case, thin fluid blood was found in the pul- 
monary artery, the right ventricle was 
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Fic. 1, 
Small artery in lung showing the centre of the vessel blocked by 


embolism of squames (epithelial squames and vernix caseosa). 
x 80 
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Two pulmonary arterioles completely blocked by emboli. + 80 


Fic. 3. 
Uterine venous sinus showing squames lying loose in the lumen 


left upper portion—and red-blood cells admixed with squame?$ in 
the main portion of the vessel. x 80 


a Fic. 2. 


FIG. 4. 
Cerebral arteriole completely blocked by squames. — x 100 


Fic. 5. 
Coronary arteriole completely blocked by squames. x 130 
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Fic. 6. 
Section of skin-fold of foetus showing covering of vernix con- 
taining the typical squames. Note the similarity of this material 
to that of the emboli seen in Figs. 1 to 5. x 80 
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collapsed and no clotted blood was seen in 
any part of the vascular system. The 
presence of blood or meconium in the 
amniotic fluid is a common finding. 

(b) Microscopic findings. Diagnosis 
depends on the finding of foreign material 
in the smaller arteries, arterioles and capil- 
laries of the lungs. This material consists 
of either epithelial squames, vernix caseosa, 
lanugo hairs, or meconium; the term 
squames is used to describe this foreign 
matter. In many of the cases meconium 
has predominated in the emboli. In the 
present case there was no _ obvious 
meconium but vernix was abundant. The 
histological appearance of the substance of 
the embolus is similar to the alveolar con- 
tents of the lung seen in infants who have 
breathed in utero; in the present case the 
similarity of the embolic material to that of 
the vernix covering the foetal skin can be 
seen by comparison of the microphoto- 
graphs (Fig. 6). 

The presence of emboli in the arterial 
system as well as in the lungs has been 
mentioned in 2 other cases, the emboli 
being found in the renal and omental 
arterioles. The finding of emboli in the 
brain and cardiac muscle has not previously 
been reported, but may be an important 
factor in the causation of sudden death. 
These emboli may be of paradoxical type 
but the possibility of passage through the 
lungs cannot be excluded. 


(c) Pathogenesis. The amniotic fluid 
obviously passes into the maternal venous 
system at some point where a large blood 
sinus is in contact with the contents of the 
amniotic sac. In 2 of the recorded cases, 
epithelial squames and meconium were 
found in the uterine veins, and we have 
confirmed this finding. In our own case, as 
well as in one other described, the finding 
of fresh blood in the amniotic cavity is 
further evidence of some abnormal com- 
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munication between the amniotic cavity and 
a uterine vein. 

In the case in which the embolism 
occurred during Caesarean section, an 
obvious mode of entry was provided by 
incision of the uterus through the placental 
site. The two most likely sites for an open 
uterine vein are the cervix and the region 
of the placental attachment. As the mem- 
branes normally rupture in the cervical 
region, this would appear to be the more 
probable of the two. Steiner and Lush- 
baugh described a _ layered pattern, 
resembling that of cervical mucus, in the 
mucinous emboli in some of their cases and 
they suggested that this was possible 
evidence of a point of communication in 
the cervix, with some of the embolic mucin 
originating in the cervical glands. 

Violent uterine contractions are un- 
doubtedly the force which drives the 
amniotic fluid into the maternal circulation. 
If the membranes were intact over the 
cervix, great intra-uterine pressure might 
cause an abnormal rupture of the mem- 
branes in the region of the placenta with 
entry of the amniotic fluid into the maternal 
veins at this point. If the membranes were 
already ruptured, however, intra-uterine 
pressure would tend to drive the liquor 
amnii towards the cervix and into the 
circulation via the cervical veins. It was 
felt that some evidence on this point might 
be obtained from’ the recorded cases by 
correlating the time of onset of the catas- 
trophe with the rupture of the membranes. 
In the 11 cases in which the time of rupture 
of the membranes is recorded, rupture 
occurred well before the onset of the 
catastrophe, the shortest interval being 40 
minutes. This evidence, therefore, sup- 
ports the argument that the most likely 
point of entry is in the region of the cervix. 

In the present case, the membranes had 
ruptured normally over the cervix and the 
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TABLE I 
Clinical features 
Age Gravida Maturity Pulmonary 
(weeks) Description of labour. Time of onset of shock Shock Cyanosis oedema 
Steiner and 30 2 38 Inertia 48 hours Coincident with violent + + 
Lushbaugh — violent pains pains 14 hours before N.D. 
No. I 
Steiner and = 26 I 42 31 hours. Strong pains After 31 hours labour + + + 
3 Lushbaugh 
= No, 2 
Steiner and = 28 4 —~ Short and strong Soon after delivery + + 
Lushbaugh 
No. 3 
Steiner and = 37 3 —_ Strong pains Soon after delivery + + 
Lushbaugh 
No. 4 
i Steiner and 42 8 — Precipitate Soon after delivery + + 
Lushbaugh 
No. 5 
Steiner and = 34 a 48 Severe 3 hours before delivery + + + 
Lushbaugh 
No. 6 
Steiner and = 33 4 — Strong Soon after delivery + 
Lushbaugh 
No. 7 
4 Steiner and =—.25 2 — 2 days inertia. Coincident with severe + + 
Lushbaugh —>strong labour pains 
No. 8 
Lushbaugh 35 2 40 4 hours. Low forceps During labour + 
and Steiner 
No. 1 
Lushbaugh 38 4 Placenta praevia. Lower Soon after delivery + 
: and Steiner segment Caesarean section 
5 No. 2 
Hemmings 33 2 414 Inertia 36 hours. Coincident with severe + + 
strong labour pains 
delivery in 44 hours 
Gross and 25 2 43 13 hours 45 minutes rst At full dilatation + + 
Benz stage. Tetanoid contractions 
No. 1 
Gross and 42 3 40 Pitocin given for inertia. At delivery + + 
Benz ' Tetanoid contractions 24 . 
No. 2 hours later. Forceps after 
thour, 2nd stage 
Gross and 35 5 36 8 hours Ist stage, 15 mins. 20 minutes after delivery + 
Benz 2nd stage, normal 3rd stage 
No. 3 
Present case 32 2 414 Medical induction. Strong 10 minutes after onset of + + + 
pains following 3rd dose pains 
pituitrin 
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TABLE I 

ary Time Time Amniotic fluid Size of foetus Other factors 

na Onset till death Delivery till death abnormalities Pounds Condition in shock 

3 hours 45 minutes 2 hours 25 minutes Macerated P.p.h. after placenta. 
Uterus packed 

1 hour Died undelivered | Meconium 77 Alive till mother’s 

death 
8 hours 8 hours Meconium 9 Living Moderate p.p.h. 
1 hour 30 minutes 1 hour 30 minutes Meconium. 10.1 Dead Abruptio placentae. 
Old blood P.p.h. after onset of 
shock. 
50 minutes 55 minutes Living Mild thyrotoxicosis 
and chronic endo- 
carditis 
5 hours 2 hours Meconium 11.4 Dead about 8 hours _ after onset of 
2 hours 2 hours 12.2 Living Mild diabetes 
- 2 hours Died undelivered 8 Dead for 2 weeks Ruptured uterus 
7 days 7 days Dead Ruptured uterus 
during 1st stage, 

undiagnosed 

3 hours 3 hours ; Living Toxaemia. Haemor- 
rhage at operation 

- 4 hours 45 minutes 45 minutes . 79 Dead 

40 minutes 5 minutes Dead 

1 hour 5 minutes 1 hour 5 minutes Hydramnios Dead 

t hour 1 hour 20 minutes _ Fresh blood Living 

+ 30 minutes Died undelivered | Hydramnios. 8.5 Alive till mother’s 
' Fresh blood death 
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presence of some unusually large veins in 
this region suggested a possible point of 
entry. On the other hand, although the 
membranes were intact in the region of the 
placenta and the latter was not detached, 
the amniotic fluid was found to have 
tracked up between the membranes and the 
uterine wall as far as the edge of the 
placenta. The point of entry of the amnio- 
tic fluid in this case, therefore, undecided. 


(d) The amniotic fluid. Hydramnios 
might act as a contributory factor by in- 
creasing the intra-uterine pressure and this 
abnormality was recorded in 1 other case 
besides our own. 

Steiner and Lushbaugh drew attention in 
their original article to the fact that it is the 
particulate contents of the amniotic fluid 
which are the cause of death, and not the 
fluid itself. They injected unfiltered 
amniotic fluid and also suspensions of 
meconium into rabbits and dogs with fatal 
results, but filtered amniotic fluid caused no 
ill effects. It is significant that in 4 of the 
cases there was meconium in the amniotic 
fluid, and in 6 other cases the foetus was 
stillborn, suggesting that in these cases also 
meconium and epithelial elements may 
have been present in abnormal amounts. 
In the present case the amniotic fluid 
appeared to contain an abnormal amount 
of vernix. 


(e) The cause of death. When this con- 
dition was first described, it was queried 
whether amniotic fluid embolism might not 
be a normal finding in the lungs of all 
women shortly after delivery. Steiner and 
Lushbaugh examined the lungs of 34 
women who died from other causes in the 
last weeks of pregnancy, during labour, or 
in the first 7 days of the puerperium, and 
found no evidence of embolism by amnio- 
tic fluid. There is no doubt that the 
presence of amniotic fluid in the pulmonary 
vessels is pathological. Death is caused by 


an anaphylactoid type of shock. In 8 of 
the 15 recorded cases no other explanation 
for death was found. In 2 of the cases a 
ruptured uterus, and ina third haemorrhage 
following a Caesarean section, were enough 
to account for death. In 4 cases there was 
a postpartum haemorrhage and this was at 
first thought to be the cause of death, but 
careful survey of the case records shows 
that the haemorrhage occurred after the 
onset of shock and was therefore secondary 
to it and not the cause. It may well be that 
in these cases an embolism, sub-lethal in 
amount, combined with a haemorrhage, led 
to a fatal result. The present case is the 
only one on record in which a cerebral 
embolism appears as a contributory cause 
of death. 


Non-fatal cases. In their experiments, 
Steiner and Lushbaugh showed that if the 
amniotic fluid embolism were small 
enough, the rabbit passed through a period 
of shock and subsequently recovered. 

Seltzer and Schuman (1947) recently 
described a case in which cyanosis and 
collapse occurred 18 minutes after delivery 
and lasted for 36 hours. Coarse rales 
were heard in both lungs and X-ray of the 
chest suggested pulmonary infarction. The 
patient made a complete recovery in 5 
days. They claimed that this was a case 
of sub-lethal amniotic fluid embolism. 

Most obstetricians will have seen similar 
cases, diagnosed as “‘ obstetric shock’’. 
The diagnosis of amniotic fluid embolism is, 
of course, a difficult one and open to argu- 
ment. Other causes of shock such as 
concealed accidental haemorrhage, post- 
partum haemorrhage, and pulmonary | 
embolism by air or venous thrombi, must 
be considered. Most difficult of all to 
differentiate is the catastrophe caused by 
inhalation of vomit, an accident which may 
occur during labour and particularly with 
general anaesthesia. Cyanosis and 
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dyspnoea are features common to both 
conditions, but in cases of inhalation of 
vomit, shock is seldom a marked feature, 
and the presence of an irritating cough is 
diagnostic. 

The possibility of a sub-lethal type of 
embolism raises the question of treatment. 
Steiner and Lushbaugh point out that the 
condition is aggravated by reflex spasm in 
the lungs and cardiac depression. The 
administration of atropine to dogs before 
injecting the amniotic fluid lessened the 
severity of the reaction, presumably by 
abolishing depressor reflexes from the lung 
to the heart. On this evidence they advo- 
cate treatment with large doses of morphine 
and atrophine, together with oxygen inha- 
lation. Treatment of the shock with 
intravenous fluids is contra-indicated 
because of the pulmonary oedema. Post- 
partum haemorrhage must be anticipated 
and dealt with promptly if it occurs. 


SUMMARY. 


A case of sudden death during labour, 
due to pulmonary embolism by amniotic 
fluid, is recorded, and reviewed with refer- 
ence to 14 other recorded cases. 

Certain features combine to make this 
condition a clinical entity. The patient is 
usually a healthy multigravida, with a 
large, maybe postmature, foetus. Labour 
is violent and the baby often stillborn. 
During labour, or shortly after delivery, 
there is a sudden onset of profound shock, 
with cyanosis and dyspnoea, terminating 
fatally in a few hours. 

At autopsy there is usually no obvious 
cause of death, but on microscopic examina- 
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tion of the lungs, emboli, consisting of the 
particulate contents of the amniotic fluid, 
are found in the smaller pulmonary vessels. 
The possibility of a sub-lethal type of 
embolism is discussed, together with the 
diagnosis and treatment of such a case. 


ADDENDUM. 


Since the above article was written, a 
further case of sudden death due to pul- 
monary embolism by amniotic fluid has 
been reported (Watkins. Amer. J. Obstet. 
Gynec., 56,994). 

The patient, a multigravida, collapsed 
and died within 5 minutes, at full dilatation 
of the cervix. Pregnancy and labour had 
been normal, apart from a face presenta- 
tion. Postmortem showed typical changes 
in the lungs. The amniotic fluid had 
entered the circulation through a small 
cervical laceration, and there was also 
extravasation of amniotic fluid into the 
right broad ligament. 
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MORPHINE MUCATE IN LABOUR AND OBSTETRIC PRACTICE 
Preliminary Communication of Results in a Series of 170 Injections 
BY 


W. Frame FLint, M.B., Ch.B., M.R.C.O.G. 
(Maternity Hospital, Forth Park, Kirkcaldy) 


HISTORICAL. 


KNOWLEDGE of the sedative action of the 
juice of the white poppy came with the 
legends of mankind (Thomson, 1897). 
Opium, prepared from the white poppy, 
was an ingredient of potions and electuaries. 
Morphine was first isolated by the German 
pharmacist Setiirner in the year 1805. 
It is difficult to say when morphine was 
first used in obstetrics, but Gauss, in 
1906, published the first extensive series of 
morphine-scopolamine analgesias. Twilight 
sleep, as this type of analgesia was dubbed, 
has to a great extent fallen into disrepute in 
favour of more modern sedatives. One of 
the main objections to morphine-scopola- 
mine analgesia was the frequency of neo- 
natal asphyxia. A second objection was 
the unpredictable action of this alkaloid 
combination on any given patient. An 
improved analgesic was obtained when 
pethedine hydrochloride, an analogue of 
morphine, was marketed in 1941. Jose- 
phine Barnes (1947) has shown that this 
drug produces satisfactory analgesia in 55 
per cent of cases, and partial analgesia in an 
additional 19 per cent. 

If analgesia is to be certain, then a still 
more reliable sedative has to be found. 
Morphine mucate, elaborated in 1944 
by C. J. Eastland has been given clinical 
trial in this hospital since December 
1946, in treatment of delayed labour 
and in other severe and painful con- 
ditions. The purpose of this article is to 
show how far morphine mucate has proved 
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successful in meeting the need for an im- 
proved obstetric analgesic. 


PHARMACOLOGY OF MORPHINE MUCATE. 


Morphine was one of several alkaloids 
prepared by C. J. Eastland in the form of 
a salt of mucic acid. Eastland was 
attempting to prepare a form of subcu- 
taneous or intramuscular injection with the 
special attribute of prolonged action. 
Mucates were shown to be non-toxic and 
free from harmful reaction. Noel Péron 
and Jean Régnier (1946-47) have already 
shown this form of morphine successful in 
the treatment of severe and painful medical 
conditions. 

Low toxicity and freedom from vomiting, 
together with rapid onset of effect and pro- 
longed action, appeared highly desirable 
attributes in a drug to be selected for treat- 
ment of such conditions as delayed labour, 
accidental haemorrhage, pyelitis of preg- 
nancy, or postoperatively after Caesarean 
section or, indeed, for any painful com- 
plication. Consequently, the trial injection 
series began as soon as adequate supplies 
were placed at our disposal. . 


THE SERIES OF INJECTIONS. 


The total number of injections given was 
170. Of these, 57 were repeat injections; 
the actual number of patients treated was 
113. 

Of the 13 patients, 16 were antenatal, 74 
were in labour, and the remainder were 
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injected after Caesarean section or for pain- 
ful conditions occurring in the puerperium. 


ANTENATAL CONDITIONS. 


Injections in this series were all success- 
ful, both first and subsequent injections. 
The dosage varied from one-sixth to one 
quarter grain of morphine, according to the 
build of patient and the nature of her com- 
plaint. The indications for injection were 
as follows: 

Hyperemesis gravidarum 8 
Pre-eclamptic toxaemia 3 
Acute cholecystitis 1 
Pyelitis of pregnancy 2 
Subarachnoid haemorrhage 1 
Mentally defective 1 

Periods of 8 to 12 hours analgesia were 
obtained in this series. 


DELAYED LABOURS. 


The technique employed in our own ante- 
natal cases was standardized so far as 
possible. One-quarter grain of morphine 
mucate was injected intramuscularly when 
pains had definitely become established, 
and when primigravidae were 2 fingers 
dilated and multiparae were 3 fingers 
dilated. Many patients in the series were 
admitted as emergencies from domiciliary 
practice and with them no attempt could be 
made to standardize technique. 

In successful cases satisfactory analgesia 
was obtained within half-an-hour, the 
patients falling asleep—and some were 
observed to snore. The minimal period of 
analgesia was 4 hours, the maximal was 
12 hours, and the average was 6.8 hours 
(reckoned from 44 cases in which the 
duration could be accurately assessed). 
Some patients were delivered before the 
effects of morphine mucate had worn off, 
a these passed imperceptibly into natural 
Sleep. 

Satisfactory analgesia was obtained in 
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67 cases; partial analgesia in patients rest- 
ing, but not falling asleep, in 4 cases. 
Complete failure resulted in 3 cases. 

Complete failure in one instance was due 
to intolerance to morphine, this being con- 
firmed by test injection in the puerperium. 
(A similar case has been recorded by 
Péron and Régnier, 1946-47.) 

It is possible that other failures may have 
been due: 

(x) to inexperience with the drug and 
consequent underdosage, and through 
failure to give a supplementary injection; 

(2) to injections being given too late in 
labour. 

There were 55 primigravidae and 19 
multiparae inthe series. Indications varied 
from delay due to _ occipitoposterior 
position, to transverse lie with impacted 
shoulder presentation. 

The various conditions listed were as 
follows : * 

Occipitoposterior presentation 
Primigravid breech presentation 
Multipara, breech presentation 
Mentoposterior face presentation 
Brow presentation 

Trauma after premature forceps 
Shoulder presentation 

Elderly primigravidae 

Primary inertia 

External version 

Cardiac II, (Pardee) 
Accidental haemorrhage 

In the light of experience it was found 
safe to step up the standard dosage of one- 
quarter grain, if ineffective within half to 
one hour, by a supplementary dose of one- 
sixth or one-quarter grain. This was done 
on three occasions, after it was proved that 
a normal, vigorous child, not requiring 
resuscitation, was born one hour after the 
initial injection. In this attribute mucate 
is superior to other simple salts of morphine. 


* Several patients had more than one complaint. 
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This discovery also led to premedication of 
a cardiac patient for Caesarean section. At 
operation, performed under local anaes- 
thesia, adequate analgesia was achieved, 
and the child was vigorous when extracted. 
Normally the injection was found to require 
repetition at intervals of 4 to 12 hours, 
according to the degree and severity of the 
pain stimulus. The conclusion of spon- 
taneous labours in the series was in most 
instances reinforced by nitrous-oxide and 
air analgesia, but in all successful cases this 
was considerably shortened by the period 
of effectiveness of the mucate injection. 
The results are now tabulated : 


Live  Still- 
birth birth 
Primigravidae 
Spontaneous vertex... ...  ... 24 3 
Forceps deliveries ... ... ... 16 3 
Caesarean section... 2 - 
Antepartum haemorrhage I I 
Pre-eclamptic toxaemia..._.... 2 I 
Multiparae 
Spontaneous vertex ...  ... 8 - 
Forceps deliveries... 3 
Forceps to after-coming head. - I 
Antepartum haemorrhage (spon- 
taneous) 4 2 
Antepartum haemorrhage (Caesarean 
section) I - 


* Several patients had more than one complaint. 


STILLBIRTH AND NEONATAL ASPHYXIA. 


Three stillbirths were associated with 
severe antepartum haemorrhage, another 
was associated with anencephaly. Four 
foetuses were dead at the time of admission 
to the hospital. Two of these were impacted 
shoulder presentations. Two others fol- 
lowed prolapsed non-pulsating cords. In 
one instance only did stillbirth occur at a 
spontaneous delivery after delayed labour 
and in the absence of gross and obvious 
cause of foetal death. Autopsy was, un- 
fortunately, refused. 
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Light asphyxia was observed in four 
instances. This low incidence appears to 
support the assertion by Baker and Chivers 
(1941) that, contrary to generally accepted 
opinion, opium derivatives are extremely 
well borne by children, and even by infants. 


POSTOPERATIVE AND OTHER PATIENTS IN 
THE PUERPERIUM. 


Morphine mucate has been extensively 
used postoperatively after Caesarean 
section. No failure of injection has been 
recorded in the postoperative series. The 
period of analgesia obtained is longer than 
that obtained with other preparations of 
morphine. 

Four other conditions in the puerperium 
indicated injection. One was a case of 
postoperative embolism. One was an 
acute flatulent distension following normal 
labour. The remaining cases were acute 
pyelitis of the puerperium. Satisfactory 
analgesia was recorded in all cases. 


DISCUSSION. 


Sturrock (1939) enunciated six criteria 
essential in an ideal obstetric analgesic and 
Barnes (1947) showed how far pethedine 
hydrochloride met these conditions. Cripps, 
Hall, and Haultain, in 1944, had previously 
stated that pethedine was not quite the ideal 
analgesic, and Barnes’s series would sup- 
port this contention. It is evident that a 
drug with even’ greater efficiency than 
pethedine is necessary for treatment of 
delayed labour and other severe and painful 
obstetric conditions. 

Morphine mucate has been tested as a 
possible contestant in this field. Although 
the series is small, the’ success-rate of 
approximately 90 per cent, and _ total 
failure-rate of not more than 4 per cent, 
would suggest that the preparation is worthy 
of extended trial. 
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The preparation has been demonstrated 
preferable to other salts of morphine in a 
variety of antenatal and postnatal con- 
ditions and to be suitable for premedica- 
tion for Caesarean section. 

The maximal concentration of morphine 
reaching the foetus seems insufficient to pro- 
duce asphyxia, in contrast with other salts. 

In no instance was it proved that mor- 
phine mucate was the direct cause of still- 
birth. 


CONCLUSION. 


Morphine mucate has been given a pre- 
liminary test as an obstetric analgesic to 
antenatal, parturient, and postpartum 
patients. Antenatal and postpartum results 
were completely satisfactory. 

The success-rate was higher than that of 
any other modification of morphine or 
analogue in parturient women. 

The foetal asphyxia-rate was low 
(approximately 4 per cent), and the degree 
of asphyxia in these cases was light in every 
instance. 

Morphine mucate would appear to merit 
more extensive trial in obstetric practice, 


particularly in delayed labour and in other 
conditions associated with prolonged pain. 


I have to thank Dr. G. R. Boyes of 
Messrs. Allen & Hanbury’s, Ltd., for 
a generous supply of morphine mucate and 
other mucates used in initial experiments, 
and the medical and nursing staff of the 
Maternity Hospital, Kirkcaldy, for their 
enthusiastic co-operation. 
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LOCKED TWINS 
(Report of 3 cases) 


BY 


R. F. Lawrence, M.D., M.R.C.O.G., 
Senior Tutor in Obstetrics and Gynaecology, University of Leeds; 
Registrar, the Hosfital for Women and the Maternity Hospital at Leeds. 


Ir is generally stated that locking is a 
sufficiently rare complication of twin labour 
to justify the event being recorded. Three 
cases which occurred in the practice of the 
Maternity Hospital at Leeds are therefore 
reported. 


CasE 1. A 2-gravida, aged 27 years, was admitted 
as an emergency at 7.30 a.m., on 11th November, 
1939. Her calculated date of delivery was 23rd 
December. 
’ She was pale, and a blood-count showed Hb., 
35 per cent; red blood cells, 2.2 million; colour 
index, 0.8. There was some oedema of the ankles 
and face, the blood-pressure was 125/75 mm. Hg, 
and there was a cloud of albumin in the urine. 

Infrequent uterine contractions were observed. 
The fundus uteri reached the ensiform cartilage; a 
foetus could be felt presenting by the head, which 
was already engaged in the brim. The position 
of the second twin could not be determined with 
certainty, although 2 foetal hearts could be clearly 
heard. 

Labour progressed till 1.50 p.m., when the mem- 
branes ruptured. Rectal examination at 2.15 p.m. 
showed the cervix to be fully dilated. By 4 p.m. 
labour had not advanced, and it was decided to 
effect delivery. The patient was therefore ex- 
amined vaginally under general anaesthesia. The 
head of the first twin was found to be in the pelvic 
cavity, lying in the right occipitoposterior position. 
Manual rotation to occipito-anterior position was 
carried out, and axis traction forceps were applied 
but delivery could not be effected. Further ex- 
amination then showed that an arm of the second 
twin had descended into the pelvis, lying beneath 
the posterior shoulder of the first twin. The 


second twin was lying transversely, with the head 
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in the left iliac fossa, the back posterior, and the 
left arm prolapsed into the pelvis. The prolapsed 
arm was pushed up, rotation of the trunk of the 
first foetus was carried out, and forceps delivery 
completed. Internal podalic version was then per- 
formed on the second twin, and breech extraction 
completed. The third stage was completed 
normally, with loss of only 200 ml. of blood; the 
placenta, which was uniovular, weighed 1 pound 
12 ounces (787 g.). The babies, which were both 
males, weighed 4 pounds 15 ounces (2,200 g.) and 
4 pounds 8 ounces (2,000 g.) respectively. The left 
arm of the second twin showed gross oedema from 
compression between the pelivic brim and the other 
foetus. Mother and children were satisfactory 
when discharged on the 14th day. 


CasE 2. A primigravida, aged 27 years, was 
referred to hospital on 14th August, 1945, for pre- 
eclampsia. She was then 35 weeks pregnant, The 
blood-pressure was 140/110 mm. Hg, the urine 
contained a faint trace of albumin, and there was 
oedema of the ankles and hands; the fundus uteri 
was at the level of the ensiform cartilage, and a 
foetal head could be felt in the left iliac fossa. 
X-ray examination revealed the presence of twins, 
both presenting by the head. 

The patient was admitted to the antenatal ward. 
After 9 days’ treatment (23rd August) there had 
been no material improvement in her condition, and 
she was, therefore, given a medical induction. 
Moderately good contractions began, and the head 
of the leading twin entered the pelvic brim. The 
pains ceased after completion ‘of the induction, 
though severe backache persisted for a further 4 
days. Labour started spontaneously on 6th 
September (17 days before the expected date): at 
8 p.m. the first bag of membranes ruptured, and 
at 9 p.m. rectal examination showed that the cervix 
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was 3 fingers dilated, and that the foetal head was 
in mid-cavity. At 12.30 p.m., on 7th September, 
the cervix appeared to be fully dilated on rectal 
examination, and as the patient was becoming 
distressed she was anaesthetized and prepared for 
delivery. On examination under the anaesthetic 
the cervix was found only three-fourths dilated, 
the foetal head being in the transverse diameter at 
the level of the ischial spines. The head was rotated 
by hand into the occipito-anterior position, and 
the patient was left to continue in labour. 
By 7.30 p.m. there had been no appreciable ad- 
vance and the patient was becoming tired. It was 
therefore decided to deliver her without further 
delay. Under general anaesthesia a thin rim of 
cervix was still palpable and the head was found 
to be in the right occipito-posterior position: the 
head of the second foetus was felt entering the 
pelvic brim, and was wedged above the head and 
beneath the shoulder of the leading foetus. Delivery 
could not be effected until the head of the second 
twin had been displaced upwards out of the pelvic 
brim. Thereafter delivery of the first foetus was 
effected by the forceps after rotation into the 
occipito-anterior position. The second bag of 
membranes was then ruptured and the second foetus 
delivered by forceps. The twins, which were 
uniovular, weighed 6 pounds 10 ounces (2,900 g.) 
and 7 pounds 2 ounces (3,200 g.) respectively, and 
both survived. 

The patient’s condition immediately after 
delivery was satisfactory, but 5 hours later the 
pulse-rate had risen to 140 per minute. She was 
given morphia, gr. 4, and kept under close obser- 
vation. Eight hours after delivery she complained 
of severe abdominal pain and her condition rapidly 
deteriorated, the pulse becoming imperceptible and 
the blood-pressure too low to record. On abdominal 
palpation there was marked tenderness in the hypo- 
gastrum. The uterus, which was contracting 
infrequently, could be felt rising almost to the 
ensiform cartilage: each contraction was accom- 
panied by severe pain. There was no abnormal 


bleeding from the vagina. A provisional diagnosis 
of rupture of the uterus with intraperitoneal 
haemorrhage was made. Blood transfusion was 
started and laparotomy performed under general 
anaesthesia. There was no blood in the peritoneal 
cavity, but the uterus was found to be grossly dis- 
tended: efforts to express the retained blood were 
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unsuccessful until an assistant had made a vaginal 
examination and broken up a firm clot which was 
occluding the cervix. Thereafter the uterus con- 
tracted firmly: 0.5 mg. of ergometrine was given 
intramuscularly and 0.125 mg. intravenously, and 
no prolonged relaxation of the uterus occurred. On 
completion of the operation the patient’s condition 
was satisfactory: the puerperium was complicated 
by temperatures of 102°F. (39.3°C.) and 101°F. 
(38.8°C.) on the first and second days, but subse- 
quent progress was rapid and she was discharged on 
the 15th day. 

CasE 3. A primigravida, aged 21, was referred to 
the hospital on 23rd June, 1946, with a diagnosis of 
breech presentation. She was then 26 weeks’ preg- 
nant, but on examination the fundus uteri was 
found to reach to within 2 finger-breadths of the 
ensiform cartilage. X-ray examination revealed the 
presence of twins. The patient attended regularly 
till 18th August, 1946, when she had reached the 
35th week of pregnancy. Examination showed the 
leading foetus presenting by the head, the second 
presenting by the breech. She failed to attend 
again till she was admitted in labour on roth 
September, 1946, when she was 2 weeks from term. 

_ She stated that she had been having pains for 4 
hours. The relative positions of the foetuses were 
found to have changed since her last visit, the 
breech-presenting twin having sunk into the pelvis, 
displacing the other twin which was presenting by 
the head. Labour progressed normally, and the 
cervix was fully dilated at 5.50 p.m.; the mem- 
branes ruptured 10 minutes later. An hour 
later a foot was visible at the vulva, and prepara- 
tions were made for delivery. The patient was put 
in the lithotomy position and pudendal nerve block 
with local anaesthesia of the perineum was 
effected, using 80 ml. of 2 per cent novocaine. A 
left posterolateral episiotomy was performed when 
the breech distended the perineum, and delivery 
of the trunk occurred without interference, 
spontaneous rotation occurring from left sacro- 
posterior to left sacro-anterior. Delivery of the 
shoulders by Lovset’s method was attempted, and 
was effected with some difficulty. At this stage it 
was appreciated that the foetal head had not 
entered the pelvis, and that the neck had been con- 
siderably elongated. A hand was passed -into the 
vagina alongside the neck of the partly-delivered 
foetus and the head of the second foetus was 


Previous 
pregnancies = 
(excluding Maturity Type of locking Method of treatment 
Case No. Author abortions) in weeks _ pou! 
GROUP I. PresENTATION: Vertex and vertex , : 
ra Boerma (1907) oO 40 Head and neck Disengagement, internal ver.f 5 
sion and breech extraction 
‘ Coleman (1936) I 38 Head and neck Disengagement and forceps 5 
+ Coleman (1936) o 39 Head and neck Disengagement and forceps 5 
‘ 4. Cunningham (1947) oO 38 Head and shoulder Disengagement and forceps 5 
7 5. Dawson (1936) oO 40 Head and shoulder Disengagement and forceps 6 
s 6. Horder (1944) oO 36 Head and neck Disengagement and forceps 5 
: 7. Kitson, Scott fey 39 Head and chest 1. Perforation and extraction} 7 
and Claye (1934) and breech extrac. 
ion 
8. Petch and oO 38 Head and shoulder Disengagement and forceps 4 
Best (1938) 
9. Phillips (1926) oO 39 Head and chest f, —— and decapita-f 5 
ion 
2. Forceps 
GROUP II. Presentation: Breech and Vertex ie 
fr: Bowles (1938) ) 40 Chin to chin Decapitation, spontaneous 4 
delivery 
2. Bradlow (1944) I 40+ Head and half breech Disengagement 5 
1. Breech extraction 
2. Version and breech extrac. 
tion 
3 Greig (1946) 1 40 Head and neck Disengagement 4 
1. Breech extraction 
2. Spontaneous 
4. Gehse (1926) o 37 Head and neck Decapitation and forceps 4 
5. Hunter (1928) oO 40 Head and head Decapitation and forceps 4 
(?side by side) 
6. Love (1944) o 34-37 Head and neck Disengagement 3 
1. Breech extraction 
2 2. Spontaneous vertex 
7. MacDonald (1912) o 40 Head and neck Decapitation and forceps Li 
8. | Moore (1933) o 37-38 Chin and chin Disengagement 4 
1. Breech extraction 
2. Forceps 
9: Nicolson (1942) o 37 Head and neck Decapitation and forceps 3 
; 10. Russell (1938) oO 40 Head and neck Disengagement 4 
1. Breech extraction 
2. Version and extraction 
1 Tz. Spence (1937) o 40 Head and neck Disengagement at 
: 1. Breech extraction 
2. Forceps 
rT: Te Groen (1938) 2 36 Head and neck Decapitation: version andexg 4 
traction 
13. Whitfield (1937) fe) 33 Head and trunk Decapitation and forceps 4 
a 14. Wright (1942) o 38 Chin and chin Decapitation and forceps 4 
: 15. Wright (1942) o 35 Head and neck Disengagement 4 
1. Breech extraction 
2. Forceps 
GROUP III. Presentation: Vertex and Transverse 
4. Ivens (1926) o Not stated Head and neck Disengagement and forceps f 5 
2: Preston (1937) 10 40 Shoulder and groin Crahiotomy and disengage 5 
ment 
Version and breech e 
ce Falke (1939) o 40 Head and shoulder Caesarean section 5 
GROUP IV. PresENTATION: Breech and Breech 
ré Wright (1942) oO 40 Head and flexed legs Disengagement 3 
1. Breech extraction 
2. Breech delivery — 


abe: 


Weight of foetus 
ist 2nd Resets Type of Remarks 
pounds ounces pounds ounces Mother Children twin 
iwma' = 5 6 A A A Not stated Brow presentation of first twin 
one 5 12% 8 13% A A A Binovular Head extended by tight cord 
round neck 
eps 6 4% A A A Binovular Second sac unruptured 
eps 5 sd 5 12 A A A Uniovular Little liquor 
eps 6 0 : A A A Binovular Little liquor 
eps | 5 =O 5 2 A A A Uniovular _Little liquor 
ractionf 9 A SB SB Not stated _—_Little liquor 
xtrac: 
‘Ceps 4 ° 3 2 A A Binovular Second sac unruptured : little 
liquor 
apita-f 5 8 5 ty) A SB SB Uniovular Single chorion with 4-inch 
aperture 
ous 4 o 4 12 A SB SB Uniovular Single amniotic sac 
5 5 4 4 A A A Uniovular 
extrac, 
4 +10 5 2 A A A Uniovular Prolapsed cord 
08 4 10 5 2 A SB A Not stated 
Ds 4 12 3 4 A SB A Uniovular 
3 ° 3 o A SB A Uniovular Second sac intact 
DS Large Large A SB A Binovular Tonic contractions of uterus, 
separate placentae 
4 o 5 3 A SB A Binovular Second sac intact 
ps ;. 9 3 6 A SB A Uniovular Little liquor 
4 o 3 12 A SB A Not stated 
ion 
Not stated 5 I A SB A Uniovular Premature rupture of mem- 
branes 
wndexh 4 4% 4 5 A SB A Binovular Second sac unruptured 
“ 4 o fe) A SB A Binovular Second sac unruptured 
* 4 10+ 2 13 A SB SB Binovular Large pelvis, second sac un- 
| ruptured, little liquor 
4 I 4 II A SB SB Binovular Second head extended, second 
sac unruptured, little liquor 
ceps fF 5 12 4 14 A A A Not stated 
ngage 5 oO 5 oO A SB SB Binovular Tonic contractions of uterus 
raction 
» 2 6 12 A A A Not stated 
> 4 5 A A A Uniovular Second sac intact 
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discovered low in the pelvis, the head of the first 
being still above the brim. General anaesthesia was 
rapidly induced, and an effort was made to dis- 
place the second head from the pelvis to permit 
delivery of the aftercoming head of the first twin. 
This failed, and it was decided to decapitate the 
first twin, which was already dead: this was 
effected with Ramsbotham’s decapitating hook, and 
the detached head was displaced from the brim of 
the pelvis. The second bag of membranes was 
then punctured and the second foetus delivered 
with forceps, the position being right occipito- 
posterior. The detached head was then delivered 
by grasping the stump of the neck with bullet 
forceps. The episiotomy was repaired and the first 
placenta delivered without difficulty; the second 
placenta failed to separate and was removed man- 
ually. The uterus contracted well after delivery 
and there was no postpartum haemorrhage. The 
patient’s condition at the end of the operation was 
satisfactory (pulse 120 per minute, blood-pressure 
110/60 mm. Hg,). 

The first twin, a boy, weighed 6 pounds 
(2,700 g.), and the second, a girl, which survived, 
weighed 4 pounds 7 ounces (1,900 g.). The pla- 
centae, which were completely separate, weighed 
I pound 2 ounces (500 g.) and 14 ounces (390 g.) 
respectively: there was no communication between 
the two amniotic sacs. 

The puerperium was apyrexial, and the mother 
and surviving child were both well when discharged 
on the 19th day. 


Previous commentators, in reporting 
cases of locked twins, have discussed a 
number of factors such as smallness of the 


foetuses, large pelvis and deficiency of. 


liquor amnii, which might have contributed 
to the production of locking. Such is the 
rarity of this complication that most 
writers have had first-hand knowledge of a 
single case only; it appeared, therefore, 
that tabulation of the recorded cases might 
indicate the extent to which any or all of 
these factors were present in the whole 
group. Details of 28 cases were collected 
from the literature (see table) : it is realized 
that this list is incomplete, since Falke 
(1939) quotes Jahkola (1930) as having 


collected 83 cases from the literature, and 
a number of cases have been recorded since 
that date. Those omitted from the present 
list are absent only because of the inacces- 
sibility of the original publication, and apart 
from this there has been no selection. 

From this table it appears that deficiency 
of liquor amnii, either due to oligohydram- 
nios or to early rupture of the membranes, 
is frequently but not invariably present. 
Locking has occurred with large foetuses 
as well as with small ones, and a large pelvis 
is specifically mentioned only in occasional 
cases. Omission of details from a consider- 
able proportion of these records makes an 
estimate of the frequency of occurrence of 
individual factors impossible. This table 
does, however, reveal one point which 
deserves comment, viz. the preponderance 
of primigravidae. Without detailed know- 
ledge of the population from which these 
cases were drawn it is impossible to make 
any valid deductions about the importance 
of this factor, but comparison with a series 
of unselected twin births is highly sug- 
gestive that parity has a bearing on the 
probability of the occurrence of locking. 

In 14,295 births analyzed by Matthews 
Duncan (1865) there were 198 twin births: 
of these, 45 were first births, an incidence of 
227 primigravidae per 1,000 twin-bearing 
women. Ina series of 476 twin births 
analyzed by Guttmacher (1937) there were 
1fo primigravidae, an incidence of 231 per 
1,000, whilst Hirst (1939) found only 40 
primigravidae in 279 twin pregnancies, an 
incidence of 143 per 1,000. In a total of 
953 twin births, therefore, there were 195 
primigravidae, an incidence of 204 per 
I,000. 

Among the 28 cases included in the table, 
to which are added the 3 ‘cases now re- 
corded, there were 6 mothers who had pre- 
viously had one or more viable births: the 
remaining 25 cases were pregnant for the 
first time, or had previously had abortions 
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only. In the 31 collected cases of locked 
twins, therefore, 25 were first births, an 
incidence of 716 per 1,000. 

Taking the figures calculated from the 
series previously quoted, and applying the 
calculated incidence of 204 primigravid 
mothers per 1,000 twin-bearing mothers to 
the group of 31 mothers whose twin-bearing 
was complicated by locking, 6 primi- 
gravidae would have been expected in this 
group, whereas in fact there were 25, a 
difference of 19. Taking the square root of 


the expected value as a fair approximation 


of the standard error of the difference, it is 
clear that the difference exceeds twice its 
standard error and may therefore be regar- 
ded as statistically significant and unlikely 
to have arisen purely by chance. 

If, as is suggested, locking is more likely 
to occur if twins are born of a first preg- 
nancy, it is difficult to offer any explanation 
as to why primiparity should increase this 
risk. It may be supposed, however, that 
uterine tone would be greater in first than in 
subsequent labours, and from the recorded 
details the majority of the cases were noted 
as having strong contractions during 
labour: uterine inertia was conspicuously 
absent. From this it may be deduced that 
strong contractions in a uterus whose basic 
tone is high are the effective factor in pro- 
ducing the sequence collision—impaction— 
locking. 


My thanks are offered to Professor A. M. 
Claye for permission to manage Case 3, and 
to Mr. B. L. Jeaffreson for allowing me to 
make use of the notes of Cases I and 2. I 
am also indebted to Dr. E. Lewis-Faning 
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for his help in the interpretation of the 
numerical data. 
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PASINI’S STAIN FOR VAGINAL SMEARS 
BY 


W. S. BuLLoueH, Ph.D., D.Sc., 
Sorby Fellow of the Royal Society, University of Sheffield. 


THE vaginal smear technique has steadily 
increased in value since its development 
by Stockard and Papanicolaou in 1917 for 
observations on the oestrous cycle of the 
guinea pig. The method has been applied 
to a wide variety of animals, including 
man, during studies of normal reproduc- 
tive cycles and of the effects of hormone 
administration, and recently its importance 
has been still further increased by its use 
in the early diagnosis of uterine cancer 
(Papanicolaou and Traut, 1941; 1943). In 
these circumstances any refinements of 
technique are of interest although, un- 
fortunately, many of those already des- 
cribed have involved the introduction of 
time-wasting complexities. Thus the latest 
staining methods devised by Papanicolaou 
(1942) involve the use of several successive 
baths which are preceded by mordants or 
followed by differentiation. 

The use of Pasini’s stain, described 
below, has the unusual advantage that 
refinement of method and great clarity of 
effect are achieved without any such added 
complication. During 10 years’ work with 
mice and 5 years’ observation of human 
smears, this stain has proved speedy and 
easy in operation, while the results have 
been clear and certain in interpretation. 


METHODS AND OBSERVATIONS. 


Pasim’s stain. This is a complicated 
mixture originally devised for the staining 
of embryonic tissues. It would appear that 
one or more of its constituents function 
little, if at all, when used with vaginal 
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smears, but repeated efforts to simplify it 
have always ended in failure. Its con- 
stitution is as follows, and the ingredients 
are added in this order : 
50 ml. of 2. per cent orcein in absolute 
alcohol, 
5 ml. of glacial acetic acid, 
20 ml. of neutral glycerine, 

too ml. of 1 per cent water blue in dis- 

tilled water, 

175 ml. of 2 per cent eosin in 50 per cent 

alcohol, 

23 ml. of a saturated aqueous solution 
of acid: fuchsin, 

85 ml. of neutral glycerine. 

To offset the complication of its prepara- 
tion, Pasini’s stain is extraordinarily stable 
and has an extremely long life. Before it 
is used it should be left to ripen for a week 
or two, and after that it will stain perfectly 
for many years. Indeed, it is usually only 
its disappearance by evaporation which 
limits its life, and even after the loss of half 
its volume in this way it still stains as per- 
fectly as ever. 

Recently a modification of this stain has 
been devised in an attempt to increase the 
transparency of the colours. In addition to 
producing greater clarity of effect, this 
modification takes only about a tenth of the 
time to produce the same intensity of 
staining, for which virtue alone it is proving 
very valuable. Its constitution is as 
follows : 

50 ml. of 2 per cent orcein in absolute 
alcohol, 
5 ml. of glacial acetic acid, 
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Fic, 1. Smear taken 6 days before ovulation, and 
containing a mixture of cornified and uncornified 
epithelial cells and of leucocytes. 
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Fic. 2. Smear taken on the day of ovulation to 
show the preponderance of cornified epithelial cells 
and the absence of leucocytes. 
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ae Hic. 3. An early post-ovulatory smear taken 24 
hours after that shown in figure 2, Notice the 
reappearance of dark uncornified epithelial cells and ; 

of leucocytes. 


Fic. 4. Smear taken 5 days after ovulation, and 
showing a preponderance of dark uncornified 
epithelial cells. 
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Fic. 5. A menstrual smear showing the dark 
uncornified epithelial cells and the large numbers 
of leucocytes and degenerating erythrocytes. 


Fic. 6. Abnormal smear taken 2 days after the 

beginning of menstruation. The preponderance of 

cornified cells shows that ovulation took place about 
this time. 


hic. 7. Smear taken from a patient with carci- 
noma of the cervix showing two cells with abnormal 
nuclei, 


Fic. 8. Smear taken from a patient with carci- f 
noma of the cervix showing several abnormal cells 
with long tails. f 
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PASINI’S STAIN FOR VAGINAL SMEARS 


20 ml. of neutral glycerine, 

100 ml. of a saturated solution of water 

blue in 70 per cent alcohol, 

175 ml. of 2 per cent eosin (alcohol 

soluble) in 95 per cent alcohol, 

25 ml. of a saturated solution of acid 
fuchsin in 95 per cent alcohol, 

85 ml. of neutral glycerine. 

It will be seen that the main novelty in 
this mixture is the elimination, as far as 
possible, of water. The only difficulty 
encountered was with the water blue, which 
is insoluble in alcohol, and it is advisable 
to use heat when dissolving this stain. 

Although it has not yet been used over 
long periods of time, this new staining 
mixture appears to be as stable as the 
normal Pasini’s stain, and any loss by 
evaporation can be made good by the 
addition of 95 per cent alcohol. 

Treatment of smears. In obtaining the 
smears, normal methods of scraping the 
vaginal walls are used. In experimental 
animals this is done with a platinum loop, 
and in the human with a glass rod. In this 
latter case the rod is slightly curved and is 
narrowed to one end on which a swollen 
knob is formed by heating. The loose cells 
scraped from the vaginal wall are dabbed 
into, and spread out in, a small pool of 
normal saline on a clean slide. The pool 
is dried with gentle heat, and, if necessary, 
the smears can then be stored for weeks 
before they are stained. No better results 
are obtained by fixing in an ether-alcohol 
mixture as advocated by Papanicolaou and 
Traut (1943), nor is there any advantage in 
the syringe method of obtaining smears 
which they describe. Indeed, human 
smears are so simply obtained by means of 
a glass rod that they can easily be made 
by the individuals concerned, and stored 
for later staining in bulk in the laboratory. 

In processing the smears it is advisable 
first to stain the nuclei in a haematoxylin 
solution, such as Ehrlich’s. The dried 
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smears are placed directly into this solu- 
tion, and afterwards they are rinsed under 
the tap before blueing in alkaline water. 
Since no mordant is required, the slide is 
then passed directly into Pasini’s stain. If 
the normal stain is used it should remain 
there for a minimum of 3 minutes, but it 
is not readily overstained if, in forgetful- 
ness, it is left for some hours. Then the 
excess stain is removed under a running 
tap, and the slide is rinsed quickly in 90 
per cent alcohol, absolute alcohol, and 
xylol before the addition of Canada balsam 
and a coverslip. 

If the modified Pasinini’s stain is used, 
the slide should not remain in it for longer 
than about 30 seconds. It is then rinsed in 
go per cent alcohol before being transferred 
through absolute alcohol and xylol to 
Canada balsam. 

Interpretation of smears. The methods 
of interpretation of oestrous (H. F. Bul- 
lough, 1943; W. S. Bullough, 1946) and 
menstrual-cycle smears (Rubinstein, 1940) 
are so well known as to need no repetition. 
It is sufficient to say that after Pasini’s stain 
the uncornified epithelial cells appear blue 
and the cornified epithelial cells red. The 
course of a normal menstrual cycle is 
illustrated in Figs. 1 to 5, and an ab- 
normal case of ovulation during menstrua- 
tion is shown in Fig. 6. 

A further use for Pasini’s stain is in 
obtaining an indication of the oestrogen 
output during the menopause, a low out- 
put being indicated by an abundance of 
blue-staining cells and a high output by an 
abundance of red-staining cells. Similarly, 
the effects of oestrogen therapy can be 
closely checked, and an inadequate or 
excessive dosage avoided. Mack (1943) 
has described observations of this kind 
using an iodine technique for estimating the 
glycogen content of the vaginal cells. 

Diagnosis of carcinomata. Following the 
observations of Papanicolaou and Traut 
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(1941; 1943) on the diagnosis of uterine 
carcinomata by the vaginal smear tech- 
nique, Pasini’s stain was also tested in this 
connexion. The method of diagnosis 
depends on the fact that, when car- 
cinomata are present in the cervix or 
body of the uterus, atypical cells are shed 
from these growths to make their appear- 
ance in the smears. For a full description 
reference should be made to Papanicolaou 
and Traut’s papers. 

When used for this purpose, an initial 
fault with normal Pasini’s stain was the 
excessively dense colour obtained with a 
staining time of three minutes. Conse- 
quently it is recommended that the smears 
should not be stained for longer than 30 
seconds, or, alternatively, dilution with 
70 per cent alcohol may be tried. Similarly, 
if the modified Pasini’s stain is used, this 
should be diluted with 95 per cent alcohol. 
In these ways Pasini’s stain can be made 
to give excellent results (see Figs. 7 and 
8). 


SUMMARY. 


The constitution of Pasini’s stain is 
described, and its use for the examination of 
vaginal smears is advocated. A modifica- 
tion has also been developed by means of 
which the staining time is cut to only 30 
seconds. The technique is extremely 
simple, and results in the uncornified 
epithelial cells appearing blue and the cor- 
nified cells red. 

Apart from its great value in determining 
the time of ovulation or the effects of age 


and of oestrogen therapy, Pasini’s stain 
has also been used successfully in the 
diagnosis of uterine cancer. 


All the photographs are of human 
smears treated with Pasini’s stain, the 
blue-staining uncornified cells appearing 
dark and the red-staining cornified cells 
light. In all cases the magnification is’ x 200. 


It is impossible to give a full list of those 
who have assisted in this work. Reference 
must be made, however, to the fact that 
the first use of Pasini’s stain for vaginal 
smears was made by my wife, Dr. Helena 
F. Bullough, when working with mice. 
Acknowledgments must also be made to 
the generosity of Mr. G. W. Blomfield, 
M.A., M.R.C.S., who readily provided 
access to cases of uterine cancer, and to Mr. 
J.C. Johnson, who actually collected this 
material in the Sheffield Royal Infirmary. 
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A CONTRIBUTION TO THE HISTORICAL RECORD OF 
MONSTROUS BIRTHS 


BY 


J. F. D. SHrewssury, M.D., D.P.H., 
Professor of Bacteriology, University of Birmingham. 


Man has always been naturally interested 
in those anomalies of foetal development 
that result in the production of conjoined 
twins and other monstrous births, and this 
interest has not been confined to the 
anomalies that occur in his own species. 
Ever since he learned to write, he has re- 
corded the occurrence of monstrous births 
in the different forms of animal life that 
people this planet, wherever he encountered 
them. I plead my share of this natural 
interest in extenuation of my intrusion into 
a province of medical knowledge that has 
no close connexion with my own speciality. 
During the course of a historical investiga- 
tion of the prevalence and effects of 
epidemics of disease, I have chanced upon 
many records of monstrous births in the 
human and in other animal species. Some 
of these records do not appear in any of the 
medical literature with which I am 
acquainted, and of some others the medical 
records are lacking in details that would 
seem to be of interest. The collection that 
I present is far from being an exhaustive 
one; indeed, as it is chiefly concerned with 
the records of the births of conjoined and 
parasitic twins, there are as many omissions 
as there are records, because I have ignored 
the many records of the births of acephalic 
and paracephalic monsters, of cyclops, of 
congenital foetation, and of other minor 
terata. 

Gould and Pyle’ have _ collected 
numerous records of major terata and have 
grouped them into 11 classes. Their classi- 
fication may have been superseded by a 
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more modern one with which I am not 
familiar, but as Iam only concerned with a 
historical record of monstrous births, I have 
accepted it as my basis for an attempted 
classification of the records presented. The 
above authors refer to at least 3 other 
older collections of monstrous births, 
namely, those of Paré,”” Bartholinus,* and 
Ballantyne.’ 

Arranged in chronological order, the 
earliest of the records that I have found 
occurs in Higden’s Chronicle.'* During the 
reign of Theodosius and his uncle, Valenti- 
nianus, he records that ‘‘A childe was borne 
in the castelle Emaus abowte this tyme, 
divided from the navelle upwarde, havenge 
2 brestes and 2 hedes, with wittes dividede, 
in so moche that the oon slepynge or 
eitenge, that other did not eyte neither did 
slepe. Whiche lyvenge by 2 yere to gedre, 
oon lyvede, that other dedde by 3 daies 
afore.’’ Capgrave’® obviously refers to the 
same monster in his entry, under the date 
of A.D. 375: “‘ In this tyme.a child was born 
at Emaus that fro the nowil upward had too 
bodies and too hedis; and whan on ete, the 
othir slept: be the nethir part he had but 
to hepis and to leggis.’’ This monster is 
evidently one of those described by Gould 
and Pyle in their Sixth Class: but, accord- 
ing to Higden, the one twin died 3, not 4 
days before the other as they state, and 
Capgrave indicates that it was of the male 
sex, a fact that those authors omitted to 
mention. 

Under the date, A.D. 961, Higden records 
that ‘‘there was a woman in Vasconia 
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dividede from the navelle, havynge 2 
heddes and too brestes; and oon of them 
eitenge or slepynge, that other did neither, 
or they lyvenge soe togedre a longe 
tyme, diede not togedre by the space of 2 
dayes.’’ Vasconia was the old name for 
the present province of Gascony. This twin 
apparently lived to adult life, and is evi- 
dently the same monster that is recorded by 
Roger of Wendover* under the date, 
A.D. 1063, because Roger does not seem to 
have attached much importance to chrono- 
logical accuracy. His account reads: ‘‘ At 
this time there was an extraordinary birth, 
on the confines of the lesser Brittany and 
Normandy. For in one, or rather in two 
women, there were two heads, and four 
arms and every thing else double down to 
the navel; but below there were two legs, 
two feet, and everything else single. The 
one laughed, ate, and talked; the other 
wept, fasted, and kept silence. What they 
ate with two mouths was expelled at one 
orifice. At last one of them died, and the 
other survived: the living bore the dead for 
nearly three years, till at length she died 
also from the oppression and stench of the 
corpse.’’ Roger was a monk, and seem- 
ingly a rather credulous one if he really 
believed his story of the living carrying the 
dead about for 3 years. It is extremely 
improbable that he copied this statement 
from an older authority and most probable 
that he was drawing upon a vivid imagina- 
tion to embellish his account. Higden’s 
account is certainly to be preferred. 

In A.D. 1103 the Annals of the Four 
Masters*® record that a woman “‘ brought 
forth two children together in this year, 
having but one body from the breast to 
the navel, and all their members perfect, 
with that exception, and their faces 
turned to each other; and these two 
were girls.’’ There is some doubt about 
the exact year of the birth of this conjoined 
twin, because the Annals of Clonmacnoise’ 


state that it was borne by a woman of 
Munster in the year A.D. 1100. This twin 
apparently belongs in Gould and Pyle’s 
Fourth Class of pyopagous twins, and 
seems to have escaped their notice unless, as 
is quite possible, it is an erroneous Irish 
reference to the ‘‘ Biddenden Maids,’’ the 
most famous of English conjoined twins, 
who were born at Biddenden, in Kent, in 
A.D. 1100. As Gould and Pyle give a full 
account of these sisters, it would be a 
plagiarism to repeat their information in 
this paper. 

The Chronicon Scotorum’* probably also 
refers to the birth of this twin when, under 
the date A.D. 1099, it records that ‘‘a woman 
brought forth two children together, in this 
year, and they had but one body from the 
breast to the navel, and all their members 
were perfect with that exception; and the 
face of each was towards the other, and 
they were two girls.’’ There is a short note 
on the ‘‘ Biddenden Maids ”’ in The Gentle- 
man’s Magazine, August 1770, in which the 
writer gives a reference to a collection 
of terata that is not mentioned by Gould and 
Pyle, to wit, a History of Prodigies, by 
J. P. du Plessis. 

Although the next record does not strictly 
belong in the class of monstrous births, ] 
cannot refrain from including it here 
because, if the old record is credible, it is 
certainly a unique case. Moreover, Gould 
and Plye have not mentioned it among 
their instances of hermaphroditism. In 
A.D. 1246, says Stow,” “‘in the diocese 
of Lincolne, there was a woman of noble 
birth, well favoured and beautifull, which 
was marryed to a rich man and did beare 
him children, shee also gotte another gentle- 
woman with childe, and begate 3 sons of 
her one after another, or ever it was 
knowne: the womens names were Hanisia 
and Lucia, and Henry Knighton af- 
firmeth.’’ Stow’s reference is, however, 
somewhat obscure, because I have not been 
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HISTORICAL RECORD OF MONSTROUS BIRTHS 


able to find any record of this case in 
Knighton’s Chronicle.’ It is possible, 
however, that it is mentioned in some other 
work of Knighton’s with which I am not 
acquainted. There was certainly some 
queer procreation in the diocese of Lincoln 
in A.D. 1246, because Matthew Paris” refers 
to this case, and there is no doubt about 
Matthew’s reliability as an historian. His 
account adds little to that given by Stow: 
indeed, Stow probably copied his account 
from Paris. 

The next record is only mentioned by 
Fabyan,* who states, under the date of 
A.D. 1286, that ‘‘ aboute this same season 
in the countree called in Englysshe the 
Swetezers, a woman was delyvred of a 
childe that from the navyll upwarde had 2 
complete bodyes, 4 armys, and 2 hedes 
with 2 bodyes to the wast; and downwarde 
but 2 legges, the whiche with the foresayd 
armys be clypped eyther others body .. .”’ 
This twin would seem to belong in Gould 
and Pyle’s Sixth Class. 

The Old English and Irish chronicles that 
I have consulted are now silent about the 
occurrence of monstrous human births until 
A.D. 1552 when, judging by the numerous 
chroniclers who recorded the event, a 
monstrous birth occurred that evidently 
created a stir in England. It is unlikely 
that there were no births of major terata in 
the British Isles for nearly three centuries ; 
indeed, some of Gould and Pyle’s examples 
probably refer to such births, but I have 
not been able to follow up their numerous 
references. 

I have selected Henry Machyn,”’ who 
was a respectable and responsible citizen of 
London, to be the first of the chroniclers 
who recorded the event of 1552. ‘‘ The third 
day of August,’’ he says ‘‘ was ther born 
[in Oxford]shyre, at a towne callyd 
Myddlltun Stonny [eleven miles] from 
Oxford, dwellynge at the syne of the Egyll, 
was the good wyff of the howsse delevered 
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of a chylde be-gotton of her late hosbond 
of John [Kenner] of the towne of Myddyll- 
tun Stonny late dyssessed . . . forme and 
shape as youe have sene and hard, and 
boyth the for parts and the hynder partes 
of the said . . . sam chylderyn havyng 2 
heds, 2 bodys, 4 armes, [4] hands, with one 
bely, on navyll, one fondamentt at [which] 
they voyd both uryne and ordure; and then 
thay have [2] leges with 2 fett, one syd, 
and on the odur syd, on leg [with] 2 fette 
havyng butt 9 tooys—monstrus !’’ It seems 
as though his excitement had made Henry, 
responsible citizen though he was, a trifle 
incoherent. The author of A London 
Chronicle’® is not quite so excited and he 
provides a correspondingly more accurate 
description of this conjoined twin. He states 
that it was ‘‘ two children from the brest 
upwarde, in all partis perfyte with one 
body, one navle, and one ishew where out 
passyd both ordure and water, havynge 2 
legges growynge out of the one syde of the 
belye, and one the other, one lege havynge 
2 bones in one skyne, g toes, and 2 soles of 
the foote, callyd and christenyd by the 
mydwyffe Johan Joane: thone always 
slepynge whiles the other was wakynge.”’ 
Baker’ adds the fact that ‘‘ the Legs for 
both the Bodies grew out at the midst where 
the Bodies joyn’d,’’ and that ‘‘they liv’d 
eighteen Days and were Women-children,”’ 
an observation which suggests that either 


the midwife was unobservant when she 


christened the twin Johan Joane, or that, 
like Henry Machyn, she was too excited to 
worry about such trifles. Fabyan’ adds 
that the one twin died before the other and 
that the monster lived 4 days. There is a 
discrepancy about the time of the twin’s 
survival between Baker and Fabyan, and 
it is not rectified by the entry in the Grey 
Friar’s Chronicle,** which adds some more 
details, however, to the record. ‘‘ The 3 
day of August,’’ says this chronicle, 
‘““betwenne 10 and 11 at nyght was a 
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woman in Oxfordshere at a place callyd 
Middylton-stone at the syne of the Eggylle 
8 myle from Oxforde, and the good man’s 
name was John Kenner, and she was dely- 
veryd of a chyld with too heddes, 4 
hanndes, 4 fette, and but one body, and the 
mydwyffe kersende them at home and was 
alowyd by the churche; and [they] lyffyd 
15 days; and ett, and [one slept] wylle the 
other dyd wake, and lokyd with a mery 
chere whan anny persons lo[ked at] them.’’ 
Finally Stow,”® who is probably the most 
dependable of the chroniclers quoted, 
records that the twin ‘‘had two perfect 
bodies from the navell upward, and were 
so joyned together at the navell that when 
they were laid in length, the one head and 
body was eastward, and the other west: the 
legs for both the bodies grew out at the 
midst where the bodies joined, and had but 
one issue for the excrements of both bodies: 
they lived eighteene dayes, and were 
women children.’’ 

This twin, therefore, was of the female sex 
and it most probably lived an independent 
life of 18 days. It would seem to belong 
in Gould and Pyle’s Fifth Class of ischio- 
pagous twins, and to have been similar in 
its conformation to the ‘‘ Jones twins ’”’ 
of which those authors give a good photo- 
graph. 

The one that ‘‘lokyd with a mery 
chere ’’ must have had much to smile at in 
its short life, for there is little doubt that 
crowds of visitors came from far and near 
to view the prodigy, and it is to be regretted 
that the good man, John Kenner, did not 
live to do the honours for the prodigy he 
sired. 

One feels that Dame Nature was a trifle 
hard on England’s Virgin Queen when she 
arranged that the third year of Elizabeth’s 
reign, A.D. 1562, should be noteworthy in 
the contemporary chronicles as the year of 
monstrous births. Most of these occurred, 
however, among species of the lower 


animals, and will be described when the 
record of monstrous human births has been 
completed. Of these, Baker’ records that 
‘‘A man-child was born at Chichester in 
Sussex, having Arms and Legs like to an 
Anatomy, the Breast and Belly monstrous 
big, about the Neck a great Collar of 
Flesh and Skin, growing like the Ruff of a 
Shirt.’’ 

Stowe” adds that this monster was born 
on the 24th of May, and that the collar of 
flesh rose above the level of its ears and 
showed multiple pleats and folds. I am 
frankly unable to place this monster in any 
category and shall, therefore, leave its 
classification to the experts. 

It is, I feel, unfortunate that history has 
left us no record of Elizabeth’s views about 
this year of monstrous births. She was 
accustomed to speaking her mind on occa- 
sions in a forthright manner, and it is 
possible that our language would have 
been enriched by her observations about 
the unusual genetic events of 1562. 

Stow” provides the next record under 
the date of 1613. ‘‘ The 17 of April 
this yeere, in the towneship of Adlington, 
in the parish of Standish, in Lancashire: 
there was a mayden childe borne, having 
4 legs, 4 armes, 2 bellies, proportionably 
joyned to one back, one head with 2 faces, 
the one before, and the other behind, like 
to the picture of Janus; .. .’’ This twin 
would not appear, however, to have been a 
true Janus twin, but a variant of the 
pyopagous twins that constitute Gould and 
Pyle’s Fourth Class. It would seem to 
agree in its general conformation with con- 
joined twins like Millie-Christine (Fig. 1), 
the Blazek sisters, and the Bohemian 
sisters, differing from them in its much 
more extensive bond of union, which in- 
cluded the fusion of the occiputs of the 
twins. 

The next monstrous birth occurred at 
Plymouth on 22nd October, 1670. Dr. W. 
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Durston,“ who delivered the monster 
(Fig. 2), has left us the following record 
of it. It was the product of the 6th preg- 
nancy of a woman who had previously 
borne 5 normal children at term, and it 
was stillborn, a fact that the doctor attri- 
buted to the delay in its delivery. It was a 
female twin with 2 heads and 2 necks. The 
features of each individual—eyes, ears, 
noses, and mouths—were perfect. It had 
4 arms and hands, and 4 legs and feet; but 
only one trunk which, however, included 
2 backbones. The bond of union extended 
from the clavicles to the hypogastrium. 
The right clavicle of the one twin was united 
to the left clavicle of the other, and their 
ribs were joined anteriorly by cartilages 
without the intervention of a sternum, so 
that the thoracic cavity was common to both 
children. Durston says that ‘‘ the Ribbs 
of both on the Back-part were united by 
the Gristles; and from the Clavicle down 
to the Hypogastrium or bottom of the 
Belly, were so conjoyned, that they made 
but one common Belly, with one Navel- 
string to them both; but from the Hypo- 


-gastrium downwards they were divided, 


and became two, each having the perfect 
parts of Females.’’ This twin went to term 
and weighed 8} pounds. Durston was 
able to conduct an autopsy and he reports 
that there was a single, very large liver, 
with a single gall-bladder in its proper 
place; 2 urinary bladders; 2 wombs; 4 
kidneys; but only r stomach. From this 
a patent oesophagus lead to the mouth of 
one twin, but the oesophagus of the other 
was a blind tube, ending about half-an-inch 
above the diaphragm. There was a single 
intestinal canal down to the level of the 
rectum, where it bifurcated to provide each 
individual with a separate rectum. Dur- 
ston could not find any lungs, the thoracic 
cavity being solely occupied by one very 
large heart, which lay transversely and was 
of an abnormal, saccular shape. It is 
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obvious that this twin could not have lived 
an independent existence and that Durston 
was needlessly blaming himself when he 
attributed its stillbirth to the delay in its 
delivery. One would imagine, also, that 
the labour was a most difficult one. This 
twin would seem to belong in Gould and 
Pyle’s Sixth Class. 

Grandi*® reports the birth of another 
conjoined female twin in 1670, apparently, 
in Venice. He says that the sisters were ‘‘so 
fasten’d together by the breast, that there 
was not discern’d but only one Trunk of the 
body, which having their Chin united 
together, seem’d to kiss one another.’’ 
Apparently this twin was either stillborn, 
or died shortly after birth, because it was 
brought to Grandi to be embalmed, and he 
conducted an autopsy of which he gives the 
following particulars. There was I heart, 
bigger than normal, 2 lungs,and 1 stomach, 
‘‘ the Pylorus of which did strangely branch 
itself into two ranks in the Bowels.”’ 
There was only a single big liver, but there 
were 2 spleens, 4 kidneys, 2 wombs, and 
2 vulvas, each of which had a distinct 
hymen. The twins were, he says, perfect 
in all their other members, from which 
statement I infer that each sister was 
equipped with its normal complement of the 
organs of the special senses, and of arms, 
hands, legs, and feet. The classification of 
this twin is beyond my limited knowledge 
of foetal anomalies: It does not seem to 
fit into any of Gould and Pyle’s classes, 
because the conjoined twins in their Sixth 
Class possess only a single lower extremity, 
and the conjoined twins in each of their first 
five classes all show some separation of 
their trunks. 

In 1677, on December 2oth, at Petworth, 
Dr. S. Morris“ delivered a conjoined 
female twin of which he gives the following 
description. ‘‘ It had two Heads, both the 
Faces very well shap’d. The left Face 
looked Swarthy : and never breathed. And 
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the left Head was the bigger; and stayed 
longer in the Bearing. The right Head was 
perceived to breath; but not heard to cry. 
Betwixt the Heads was a protuberance, like 
another Shoulder. The Breast (and 
Clavicles) very large; about seven Inches 
broad.’’ It had 2 hands and 2 feet; 2 
hearts, one on each side of the thorax, the 
left one being larger than the right, and 2 
pairs of lungs. Of these, ‘‘ those in the left 
side were blackish; the others looked well. 
The Mediastinum parted. the two Hearts 
one from the other.’’ The aorta and vena 
cava were single below the diaphragm, 
which had only the three usual perfora- 
tions; but just above it they each divided 
to supply the vessels to each heart. There 
was a similar bifurcation of the oesophagus 
about the level of the 5th vertebra. There 
were 2 stomachs, “‘one shaped, as in a 
Natural Birth. The other, a kind of great 
Bag, bigger than the Natural Ventricle. 
In which respect it answered to the Panch 
in a Cow or Sheep; but, in regard to its 
place, rather to the Reticulus, or else to the 
Abomasum; being at the one Orifice con- 
tinuous with the true Pylorus, and at the 
other with the Duodenum.’’ The liver was 
single and of enormous size, and the single 
spleen was also considerably enlarged. 
There was a single intestinal canal and 
a single uterus of normal size. The 2 
kidneys were both larger than normal, 
and the left one was much larger than 
the right. The single placenta was, says 
Morris, ‘‘extraordinarily great, weighing 
about eight pounds.’’ This twin evidently 
belongs in Gould and Pyle’s Sixth Class. 
During a spring holiday on the Dorset 
coast in 1947, an excursion to Taunton 
enabled me to spend a couple of hours in 
the County Museum, which is housed in the 
Castle. One exhibit in the Museum 
particularly attracted my attention, be- 
cause it commemorated the birth of a 
conjoined twin which, so far as Iam aware, 


has not hitherto been recorded in any 
medical publication, This exhibit (Fig. 3) 
was a dish of Sgrafiato ware, 13} inches in 
diameter, which was probably made at 
Crock Street, near Ilminster, and is com- 
posed of red pitcher clay covered with a 
yellow glaze. ‘‘It was undoubtedly 
made,’’ continues the accompanying note, 
‘“to commomorate the birth of a double 
female child at Ile Brewers, near Langport, 
on May 19, 1680.’’ The Hodgkins” give an 
account of this twin in connexion with their 
description of yet another plate (Fig. 4) that 
was made to commemorate its birth. This 
plate, one of Delft ware, is also described 
in The Western Antiquary.*® From these 
sources, it appears that the sisters were 
joined side by side from the breast down- 
wards—the union presumably extended to 
the upper level of the sacrum—by a bond 
that apparently did not include any bone 
structure. They were born alive, were 
christened Aquila and Priscilla and, when 
seen by the Rev. Andrew Paschall, vicar of 
Chedzoy, on 29th May, were ‘‘ well and 
likely to live.’’ It is possible, in fact, that 
the twins might have lived to adult life, and 
so robbed the ‘‘ Biddenden Maids ”’ of their 
unique distinction of being the only English 
conjoined twins to survive to that age, but 
for the interference of two men, whose 
figures, dressed in the military costume of 
the day, are depicted on the second plate 
upholding a representation of the twin. 
These two men were Henry Walrond, 
J.P., of Walrond’s park, Ile Brewers, and 
Sir Edward Phelips, of Montacute, and the 
legends round the side of the plate— 
““Behould: To: Persons: that: are; 
Reconsil’d: To: Rob: The: Parents; 
and: to: keep: The: Child; ’’—and at the 
feet of the standing figures—‘‘ Heare is 
Gain: O the Broom:’’ eptomize the 
tragedy that overtook Aquila and Priscilla. 
Their deaths are attributed by Whiting’ 
solely to the action of Henry Walrond. He 
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says that Walrond “‘kept the gang of 
brooms aforesaid about him, who helped 
to devour his estate as they had done 
others, several of whom came to sad ends; 
and to recover his sinking state, he and Sir 
E— P— took away a twin child, or children 
(that grew together), from a poor woman 
to make a show of them for money, and 
kept them till they died, to their great 
shame and dishonour in the country . 

The author of the article in The Western 
Antiquary”® says that ‘‘ Broom”’ is evi- 
dently a punning allusion to a family, one 
of whom married Walrond’s daughter, who 
are elsewhere described as parasites of 
Walrond, and who contributed to his 
miserable end as a broken and disgraced 
pauper. It is possible that Whiting’s 
enmity of Walrond lead him to impute more 
blame to Walrond than he merited, because 
Whiting was a Quaker and Walrond was a 
merciless persecutor of the Quakers. His 
charge is that Walrond and Montacute took 
the twins away from their parents in order, 
by exhibiting them, to recoup Walrond’s 
declining fortunes, and that they died as a 
result of the treatment they received; but it 
is also possible that the two men were 
genuinely concerned about the welfare of 
this prodigy, and that the twins died from 
natural causes in spite of their care. The 
sisters lived for several months, possibly 
for a year or more, but I have not been 
able to discover the date of their death. This 
conjoined twin belongs in Gould and Pyle’s 
Fourth Class. 

In 1686, according to a writer who signs 
himself ‘‘ Theron ’’"', a man was born in 
Genoa who had a parasitic twin growing 
out of his side (Fig. 5). The situation of the 
parasite suggests that it was attached in the 
left hypochondriac region of its fraternal 
host. The man’s name was James Poro, 


and his parasitic twin was christened 
Matthew. The pair were apparently on 
exhibition in London in 1714, when the 


painting that is the subject of this figure 
was made for Sir Hans Sloane. I have not 
been able to trace a description of the Poros, 
and it is surprising that Sloane did not 
present one to the Royal Society, but there 
is probably one hidden away among the 
manuscripts that he bequeathed to the 
British Museum, although the Editor of 
The Gentleman’s Magazime adds in a 
footnote to Theron’s letter: ‘‘We have 
searched the Registers of the year 1714 but 
can find no mention of any such person.”’ 
Possibly the exhibition was a private one 
and the Poros were only seen by a few select 
people. Shaw’ evidently saw the Poros 
in Amsterdam in 1702 because, in his fifth 
letter from that city he says: ‘‘ Here have 
I seen an Italian youth, that had a live 
youth growing out of his side.”’ 

In a later number of the same volume of 
the above magazine’ Greene gives a 
resumé of Bartholine’s account of one of 
the most famous of such conjunctions, the 
thorocopagous twin, Lazarus and John 
Baptist Colleredo (Fig. 6). As Gould and 
Plye describe this twin, it is only necessary 
to add to their account that the only part of 
the parasite that appeared to grow was its 
head. This was deformed, but was much 
larger than that of Lazarus. These authors 
may possibly also be referring to the Poros 
in their statement that Winslow mentions 
having seen an Italian child of 8 years of 
age, who had a small head protruding from 
under the cartilage of the 3rd left rib. 
Unfortunately they do not give any refer- 
ence to Winslow’s original publication. 

In 1701, a famous conjoined twin, Helen 
and Judith, the Hungarian Sisters, was 
born at Szony in Hungary. Burnet*"” 
describes them in a letter to Sir Hans 
Sloane, and he fortunately included with 
his letter a fine print of them, which I 
here reproduce (Fig. 7). Gould and Pyle 
give a good account of them, but the follow- 
ing additional information provided by 
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Burnet, who saw them when they were 6 
years old, is of interest. ‘‘ When one stoops 
to take up anything, she carries the other 
quite from the ground; and that one of 
them [ Helen] often does, being stronger as 
well as more lively than the other.’’ In 1708 
they were brought to England and were 
publicly shown in London. An account of 
them by an eye-witness is contained in a 
Sloane MS. in a pamphlet by J. P. du 
Plessis. ‘‘ They were brisk, merry, and 
well-bred; they could read, write, and sing 
very prettily: they could speak three 
different languages, as Hungarian or High 
Dutch, Low Dutch, and French, and were 
learning English. They were very hand- 
some, very well shaped in all parts, and 
[had] beautiful faces. Helen was born 
three hours before her sister Judith. They 
loved one another very tenderly.’’ And 
Nature was merciful to them at last, 
because in death they were not divided. 
They died almost simultaneously at the 
age of 22. There is a minute account of 
them in a rare book, Gerardi Corneli 
Drieschii Historia Magnae_ Legationis 
Caesareae, quam Caroli VI. auspiciis 
suscepit Damianus Hugo Virmondtius, 
Etc., Vienna, 1729. 

Hitchin is the scene of the next monstrous 
birth, which occurred on 4th April, 1706. 
As I cannot improve upon it, I will quote 
Taylor’s*® account of this twin. ‘‘ Last 
week a Woman in a Neighbouring Village 
being in a Strong Labour, the Midwife 
finding the Birth coming very awkwardly, 
and more Legs than usual, after a tedious 
time, delivered the poor Woman of Twins 
(designed by Nature doubtless) but joyned 
together; there being but one Trunk for a 
Body with two Necks, on each a Head, 
four Arms, two forwards and two back- 
wards, those backwards crossing each 
other’s Shoulder, like two persons side to 
side: There is but one Navel, two Matrix’s, 
two Fundaments, two pair of Hips, four 


Legs: They had all gone the full time, 
having Hair on their Heads and Nails on 
their Fingers and Toes. The Midwife tells 
me they were alive within less than half an 
hour before Delivered: They look very 
clear and well. The Children are near ** 
inches long, and by reason of their being 
joyned, are about 7 inches over.’’ As 
Taylor says nothing about the sex of this 
twin, it is possible that the external genitals 
were imperfectly developed and that the 
sex was therefore obscure. The midwife 
must have been pardonably excited over 
the delivery of this monster, even though 
it was stillborn. This twin would seem to 
be similar in its conformation to the 
one described by Grandi which, as I have 
said, I am unable to place in any of Gould 
and Pyle’s classes. 

A hermaphrodite conjoined twin must be 
an extreme rarity, if indeed such a con- 
junction is possible; but as the reporter of 
the next monstrous birth was a clergyman, 
it is possible—even though he was an 
F.R.S.—that either his ignorance of rudi- 
mentary anatomical features misled him, or 
that his clerical modesty prevented him 
from making the necessary thorough 
examination of its external genitalia. The 
Rev. W Derham,”” who records its birth 
in Londonderry on 6th December, 1706, 
says that it had ‘‘ two Heads, four Arms, 
and but one Body at the Navel. That it was 
of both Sexes, Female on the Right side, 
Male on the Left. That the Right Hand of 
the Male was behind the Female’s Back, 
and the Left Hand of the Female behind the 
Male’s back, holding each other, as in 
Loving-manner. This Child, or Children 
were born Alive, but liv’d but a little 
while.’’ The Mayor of Londonderry is said 
to have dissected this twin, whose arrival 
must certainly have shed an aura of dis- 
tinction upon his mayoralty, but unfortu- 
nately no record of his findings appears to 
be extant, although there may be one 
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hidden away in the city’s archives. Gould 
and Pyle have not included a hermaphro- 
dite conjoined twin in their collection and, 
apart from its improbable hermaphrodit- 
ism, the reverend gentleman’s description 
of it does not allow of its being placed in 
any of their classes. If it had only a single 
lower extremity, which seems improbable 
from the description, it would fit into their 
Sixth Class. 

Lorraine provides the next example, for 
on 24th December, 1722, at Domp Remy 
la Pucelle, a conjoined twin was born that 
appears to be similar in its conformation 
(Figs. 8 and g) with the ‘‘ Jones twins’’. 
Ferry states that it had 1 head, 1 neck, 
1 breast, 1 abdomen, and 2 hands on 
each side of a common belly, the union 
being such that, if they were separate 
individuals, ‘‘they would be lying head 
to feet with each other.’’ This twin 
differed from the ‘‘ Jones twin’’, how- 
ever, in having only 2 proper legs, plus 
a rudimentary stump on the opposite 
side of the common trunk. It had a 
common anus, a single umbilical cord, 
and a common vulva and vagina. The 
sisters ate, drank, and slept independently, 
and their combined bodies were no greater 
in bulk at birth than the body of an average 
full-time infant. This twin lived for 2 
months after its birth. It belongs in Gould 
and Pyle’s Fifth Class of ischiopagous 
twins. 

In Montpellier, in 1731, there was living 
a lad of 13 years who had been born 
in Cremona, and who had a parasitic 
twin attached to his epigastric region, 
between the ensiform cartilage and the 
navel. Cantwell’ states that only the 
hips and legs of the parasite were visible, 
but that it had a well-formed anus and 
penis. The testicles of the parasite had 
never descended, presuming that they 
existed, because Cantwell says that its 
scrotum was filled with intestine. No excre- 


mental matter was discharged either from 
the anus or the penis of the parasite. Cant- 
well adds that ‘‘ the Lad is very sensible 
when these additional Feet, Legs, or 
Buttocks, are pinched, or over-much 
pressed. He has lately had the Small-pox, 
and these have suffered by it equally with 
him.’’ This lad was the seventh child of a 
woman who was aged 30 at his birth, and 
who had had 2 more children since. All 
her other children were normal. 

Georgian society in London was probably 
genteelly excited by the arrival in Holborn, 
in September 1748, of a conjoined female 
twin (Fig. 10). Parsons*““” remarks, as one 
can well believe, that the twin was delivered 
with much difficulty. It had a common 
abdominal cavity and a single umbilical 
cord, but the thoracic cavities were separ- 
ate, and so were the alimentary tracts down 
to the level of the duodenum. This part 
of the small bowel was separate for the 3 
inches distal to each stomach, but the 2 duo- 
denums then joined to form a common 
duct, nearly 4 inches long, which opened 
into the upper end of a large sacculus, 
measuring 5 by 4 inches. This sacculus 
apparently represented a fusion of the two 
jejunums because, from either side of its 
lower end, a separate ileum emerged, com- 
plete with its own caecum and appendix. 
Thereafter the intestinal canals were 
separate down to the anus. The report 
includes a detailed description of the vascu- 
lar systems of the two individuals, and is 
illustrated with two figures additional to the 
one that I have reproduced. One of these is 
a drawing of the dissection of the vascular 
systems, and the other of a dissection of the 
alimentary systems. This twin was evi- 
dently stillborn. It belongs in Gould and 
Pyle’s Sixth Class. 

In the same volume in which the above 
case was reported, M. le Cat**“” stated that, 
since January 1735, he had ‘‘been in 
Possession of a Child, born in our City of 
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Rouen, which has two Heads, four Arms, 
four lower Extremities, and two Trunks 
united, and as it were blended together.’’ 
Le Cat apparently published a more de- 
tailed description of this twin in the Journal 
de Verdun, March 1735, but I have not 
been able to consult this publication. 

Towards the end of January 1752, Perci- 
val**“” assisted ‘‘ a remarkable child ’’ into 
the world at Hebus, near Middleton, five 
miles from Manchester. The child was 
remarkable for a parasitic twin, which was 
attached to the ensiform cartilage of its 
host, ‘“‘by a cartilaginous substance 4 
inches in circumference.’’ The child, a 
female, was perfectly formed and healthy- 
looking and seemed likely to live. The 
parasite had no head or neck; but it had 2 
short arms, of which the right was longer 
than the left. The right hand had 4 fingers, 
but apparently lacked a thumb; the left 
hand had no thumb and only 2 fingers. 
The thighs, legs, and feet were better 
formed than the arms, though the legs had 
only 1 bone in them. The parasite had no 
vertebrae, the os sacrum and pubis were 
imperfect, and all its joints were very rigid 
and stiff. It had no anus, but micturated 
normally. Percival says nothing about the 
degree of perfection of its external genitals, 
except to remark that it was a female. It 
was apparently insensible to pain. 

It would seem to be a reasonable assump- 
tion that the number of monstrous births in 
any particular society will be directly pro- 
portional to the total number of births in 
that society, and that this figure, in turn, 


will be related to the fecundity of the repro- 


ductive section of the population. Among 
the millions of the Indian people, therefore, 
with their high birth-rate, there must have 
been many monstrous births during the 
centuries covered by this collection, but the 
one appended is one of the only three re- 
corded from India that I have encountered 
in my studies, although another one, to be 


described, was recorded from Ceylon. The 
mother of the Indian conjoined twin was 
a Nair woman, who had borne several 
normal children previously, and who gave 
birth to it on 28th March, 1780, at Anjingo. 
John Torlese,“°®” the Chief of Anjingo, 
reported that it had 1 body, 2 heads, 4 
perfect arms and hands, with 2 legs on one 
side of the body and 1 on the other. This 
leg, which took origin from the middle of 
the back of the twin, appeared from the 
size and shape of the foot to be the result 
of the fusion of 2 legs and feet. It had 1 
navel, and 1 anus, but 2 vulvae (Fig. 11). 
Torlese reported ‘‘that one head would sleep 
whilst the other was awake; or one would 
cry, and the other not. They both died at 
the same instant.’’ Evidently, therefore, 
these twins were independent individuals, 
but they must have had a common circu- 
lation, and a common alimentary tract, at 
least for some part of its length. The 
creature lived only 3 days. This twin would 
seem to belong in Gould and Pyle’s Fifth 
Class. 

In 1781, Bland**“” published an interest- 
ing paper in which he described a male 
conjoined twin that was born in London, 
presumably in the same year. This twin 
(Fig. 12) belongs in Gould and Pyle’s Sixth 
Class. It had 2 heads and necks, 4 hands 
and arms, 2 spines uniting at the sacrum 
and terminating in a single pelvis, and a 
single lower extremity. It had also a single 
umbilical cord, a single penis and scrotum, 
I urinary bladder, and a single anus. 
There were 2 sets of thoracic organs, of 
which the ones belonging to the right twin 
were much larger and better developed 
than those of the left twin, 2 stomachs, and 
2 intestinal canals down to the level of the 
rectum, where they united. This twin was 
either stillborn, or died shortly after birth. 
In the same article, Bland states that 8 out 
of 1,923 children, borne by 1,897 women, 
were defective or monstrous, which gives 
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a ratio of 1 foetal anomaly to every 241 
normal births. Of these 8, one was a con- 
joined twin and one was a separate 
monstrous dissimilar twin, coeval with a 
normal birth. 

Although a multiple birth has, strictly 
speaking, no place in a collection of 
monstrous births, I include the following 
record by Garthshore*"® of the birth of 
quintuplets because it is the only one of its 
kind occurring in England that I have 
encountered. They were born in Lower 
Darwen, near Blackburn, presumably in 
1787, toa woman who had previously borne 
a healthy child at term. They were all 
females and all were born within 50 
minutes. The first was small and stillborn; 
the second, smaller than the first and also 
stillborn; the third, larger than the first and 
alive; the fourth, somewhat larger than the 
first, but stillborn and in an advanced stage 
of decomposition, and the fifth, the 
the largest of all, was born alive. Each 
child presented normally, was preceded by 
a separate burst of water, and was delivered 
by the natural uterine contractions. The 
placenta, which was expelled soon after 
the birth of the fifth child, was uncommonly 
large, ‘‘ and was in some places beginning 
to be putrid. It consisted of one uniform 
continued cake, and was not divided into 
distinct placentulae. . . . Each funis was 
contained in a separate cell, within which 
each child had been lodged; . . .’” The two 
living children died soon after birth. They 
measured, respectively, 9, 83, 94, 9} and 
g§ inches, and weighed, respectively, in 
ounces and drachms, 6 and 12, 4 and 6, 
8and 12,6and12, and gando. Gartshore 
adds some interesting observations on 
multiple births, together with numerous 
records of British quadruplets. He also 
tefers to the collections of foetal anomalies 
made by Schenkius and Schurigius. 

The second Indian monster is unique 
among all the anomalies of human foetal 


development that have been recorded. In 
May 1783, there was born of poor 
farmer stock, at Mandalgent, near Bar- 
dawan, Bengal, a child who had the head 
only of a conjoined twin fused with its own 
head (Figs. 13 and 14). Home,**“® who saw 
it shortly after its birth, has supplied the 
following description. The upper head had 
a neck about 2 inches long, the free end of 
which terminated in a rounded soft tumour, 
One eye and one ear of this head had been 
severely damaged when the midwife, in her 
horror and panic over the monster she had 
delivered, attempted to destroy the child by 
throwing it ona fire. The eyes of the upper 
head did not correspond with those of the 
lower head, and only showed a pupillary 
reaction to a strong light stimulus. At 
birth, the external ears were very imperfect 
and were represented only by loose folds 
of skin, in which there were no visible 
openings of the external auditory canals; 
but some 2 years later distinct external 
auditory canals were visible. The lower 
jaw was smaller than normal, but capable 
of movement. The tongue was small, flat, 
and attached to the lower jaw except for 
about half-in-inch at its tip. The internal 
nasal and oral cavities were apparently 
normal, and their surfaces were lubricated 
by the natural secretions. Its facial muscles 
were active, and the whole head exhibited 
a good degree of sensation. The natural 
head was normal in shape, size, and con- 
figuration. At birth, the body of the child 
was emaciated, but it evidently throve 
because it lived for more than 2 years, and 
its death was the result of a bite by a krait. 
The child was apparently in perfect health 
at the time of its death. Home adds that 
the superior head seemed to sympathize 
with the child in most of its natural actions 
and emotions. Gould and Pyle include this 
twin in their Seventh Class of bicephalic 
monsters, but they err in stating that it 
lived to the age of 4 years. They mention 
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that the skull was in the possession of the 
Royal College of Surgeons. 

India also provides the next example of 
a monstrous birth, that of a Gentoo boy, 
named Peruntaloo, who was born at 
Popelpahdoo, 70 miles west of Musilipatam, 
in 1788, and who had a parasitic twin fixed 
to his sternum by a fusion of that bone with 
the os pubis of the parasite. When he was 
seen by Anderson,*““” Peruntaloo was a 
handsome, well-made lad of 13, with a 
quick intelligence and a mental capacity 
above the average. There was a common 
alimentary canal, because the parasite had 
an imperforate anus; but the latter had a 
separate urinary bladder, although Perun- 
taloo had control over the discharge of 
urine from it. The penis of the parasite was 
capable of erection, a fact that would 
appear to be explained by Peruntaloo’s 
statement that he had as complete a sense 
of feeling in every part of the body of the 
parasite as in his own (Fig. 15). I have not 
been able to find any record of the after- 
history of this case. 

In 1824, a Signor Mascagni’*” had in his 
possession a human foetus with 2 heads, a 
double thorax, 4 hands, 2 oesophagi, 4 
pairs of lungs, 2 hearts, 2 stomachs, 2 
livers, and separate intestinal tracts down 


~ to the level of the rectum, which was com- 


mon to both individuals. This conjoined 
twin was apparently described in the 
Bulletin des Sciences Medicales, for Feb- 
ruary 1824. It would appear to have been 
a twin of the ‘‘ Ritta-Christina ’’ type and 
to belong therefore in Gould and Pyle’s 
Sixth Class. 

Also in this year, a M. Moreau’ gave a 
description of a conjoined twin to the Royal 
Academy of Medicine in Paris. This child 
had separate heads and trunks which joined 
to form a single pelvis. This twin was 
apparently described in the Gazette de 
Sante of 25th April, 1824. It is possibly 
the same twin that was in Mascagni’s 


possession. I regret that I have not been 
able to afford the time to consult these 
references, but I include them in case any 
reader may wish to do so. 

The Lancet,'* for 1825, contains a brief 
notice of a conjoined twin, apparently 
premature and stillborn, that was reported 
by M. Dupuytren. This twin, which was 


presumably born in France sometime in | 


1825, was united by a bond in the anterior 
part of the thoracic region. There were 2 
stomachs and separate oesophagi; but 
below the stomachs there was a single, 
common intestinal tract. There was only 
theart. The description of this twin is too 
vague to permit of its placing with certainty 
in Gould and Pyle’s classification. 


At some date in the early years of the 
nineteenth century, a Chinaman was born 
with a parasitic, acephalous twin attached 
to his epigastric region. At the time when 
this case was reported’ he was 22 years 
old. The report contains the information 
that 20 similar cases had been reported by 
Paré, Beneveninus, Columbus, Montano, 
and others; that Schenkius had recorded a 
further 13, 3 of which he had seen, and that 
Aldrovarde provides illustrations of 3 more. 
The writer refers also to a Swiss, who was 
born in 1764, and from whom an acepha- 
lous parasitic twin was successfully removed 
by a surgeon, and to a girl, mentioned by 
Winslow, who died in the Hotel Dieu, Paris, 
in 1733, and who had an acephalous para- 
sitis twin attached to her in her epigastric 
region. 

The Lancet also has another brief 
note’ of a premature conjoined twin that 
was born between the 2nd and 3rd month 
of pregnancy, somewhere in Europe in 1826 
or 1827. The 2 trunks of this twin were 
united to each other throughout the whole 
extent of their anterior surfaces, and there 
was a single umbilical cord. The mother, 
who was 30 years old at the time of its 
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birth, had previously borne 3 healthy 
children at full term. 

Blundell,’* in his 31st Lecture ‘‘ On the 
Theory and Practice of Midwifery,’ 
delivered at Guy’s Hospital, discussed the 
incidence and significance of monstrous 
human births, and exhibited various ex- 
amples of anomalous foetal development. 
Among these was a Janus, and a conjoined 
twin. The bodies of the latter, each of 
which was perfectly formed and of normal 
size, were united by an extensive bond that 
included the thorax and the abdomen. To 
illustrate his statement that monstrous 
births were not exclusive to the human 
species, he also showed a kitten with 1 head 
and 2 bodies. 

Ritta-Christina, who is, say Gould and 
Pyle, the most celebrated monster ’’ of 
their Sixth Class, is the subject of the next 
record.’*” As Gould and Pyle have 
described this twin, it is only necessary to 
add the information, which they have 
omitted, that the mother, who was 32 years 
of age at the time of its birth, had pre- 
viously borne 8 normal children, and that 
the twins presented by their heads, ‘‘ which 
were easily protruded, the one after the 
other.”’ 

In 1841, a ‘‘ bicephalous and bisomatous 
child,’’ to quote Pereira’s* description, was 
born at Galle, in Ceylon. The accompany- 
ing figure (Fig. 16) shows the conformation 
of this twin so clearly that no description 
of its external characters is necessary. It 
lived only 2 months, and Pereira was able 


to conduct an autopsy on it. He found 


that each twin had its own heart, lungs, 
liver, stomach, pancreas, spleen, and 
duodenum. The two duodenums united to 
form a single jejunum, and thereafter there 
was a common intestinal tract, with a single 
anus. There were only 2 kidneys, 2 ureters, 
and a single urinary bladder. The spine, 
in the lumbar region, had an internal, ser- 
pentine curvature. 
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The ‘‘ Flemish Twins’’ (Fig. 17), were 
born at Erneghau, on 27th May, 1849, 
some 6 months after the ‘‘ Duplex Mon- 
ster,’’ had been stillborn in London. The 
mother of this conjoined male twin was 22 
years of age at the time of its birth, and it 
was her first pregnancy. The twin was 
born at the 8th month. Jakin,*“ who 
presumably delivered it, stated that it 
weighed 7 pounds. He conducted an 
autopsy on it, of which he has left the 
following account. The cartilaginous ends 
of the ribs of the one twin, instead of ter- 
minating in the sternum, fused with those 
of the other twin: but the clavicle of each 
was normal. There was a small, shrivelled 
lung on eachside of thecommonthorax, the 
central space of which was occupied by a 
single large heart. This organ ‘‘ was much 
broader than it was long, and presented the 
appearance as if two hearts had coalesced 
or been fused together.’’ Jakin gives a 
detailed description of the internal structure 
of this abnormal heart and concludes that 
the right ventricle ‘‘ acted the double pur- 
pose of a systemic one to the right foetus, 
and also of a pulmonary one to both.’’ 
There was a single, very large liver, occu- 
pying the whole of the common abdomen 
above the insertion of the umbilical cord. 
No further examination of this twin could 
be made. 

Verhaeghe,?“” who recorded the birth 
of the ‘‘ Flemish Twins ’’ (Fig. 17), stated 
that the sisters were united by a band ex- 


tending from the xiphoid cartilage to the 


navel, which was common to both. This 
band was sufficiently extensible to allow the 
children to lie almost side by side. Each 
twin was well developed and physically 
perfect. Each was a completely inde- 
pendent individual, and there was no con- 
cord of functions, although Verhaeghe was 
convinced that the band contained a hollow 
viscera, either the stomach, or the 
intestines, or both. It was about 2 inches 
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high and r} inches thick. The mother, who 
was aged 38 at the birth of this twin, had 
previously borne 3 norma] children, one of 
whom was still living. Her labour was 
protracted. The right twin presented first 
by its head, and the left followed 5 minutes 
later by a feet presentation. There was a 
single placenta. The twins were named 
Marie-Sophie, and there seemed to be no 
reason why they should not live to reach 
adult life, but they died from marasmus on 
18th May, 1850. An additional note sug- 
gests that there is very little doubt of a 
union between their livers by an anterior 
lobe extension, and gives references to the 
“‘admirable monograph by Vrolik on 
double monsters,’’ and to the “‘ great work 
of St. Hilaire and Otto, on misdevelop- 
ments in general.’’ It concludes with the 
statement that Verhaeghe’s twin is easily 
the commonest type of conjoined twin, 
some 20 to 30 cases of the type being 
known. The majority of these are of the 
female sex, which comprises at least three- 
quarters of those recorded by Otto. These 
twins belong in Gould and Pyle’s Second 
Class, which contains the ‘‘ Siamese 
twins,’’ Eng and Chang, who married, 
when they were 44 years old, two English 
sisters, and sired, respectively, families of 
5 and 6 healthy, normal children, although 
they found it necessary to keep their wives 
in different houses and to alternate weeks 
in visiting each wife. 

The last example of a monstrous human 
birth in this collection is the female con- 
joined twin that was born at Metz, on 26th 
July, 1832. This twin was alive in July, 
1833, when it was examined by M. 
Scoutetten,“* who described it to the 
Academy of Sciences at Metz. One of these 
twins was physically normal and well- 
formed, but the other was acephalic. The 
normal twin was 23 inches long, and was 
lively and eating well, although it had no 
teeth. Ithada well-formed umbilicus. The 


acephalic twin was II inches long, and was 
united by the base of its chest to the cor- 
responding region of its sister. It had no 
umbilicus because the bodies were separate 
below that point. Its arms and shoulders 
were much less developed than its lower 
limbs, and its vertebral column showed a 
pronounced curvature to the right. The 
vertebrae of its neck were apparently 
missing, with the possible exception of the 
seventh vertebra, and its vertebral column 
ended abruptly at the level of its shoulders, 
where its end was covered with a thick pad 
of connective tissue and skin. The external 
genital organs of both twins were well- 
formed, but the acephalic twin had no anus, 
Although this monster is described as a 
conjoined twin, it would seem to be more 
accurate to classify it as a parasitic twin. 


It is of interest to note that Nature ap- 
pears to preserve some degree of order in 
her disorder, because most of the human 
monstrous births fall into certain well- 
defined classes, and the bulk of them 
repeat, with minor variations, certain par- 
ticular kinds of anomalous foetal develop- 
ment. Itseems possible, therefore, that the 
abnormal fission of the human ovum that is 
presumably responsible for the production 
of both conjoined and parasitic twins is not 
haphazard, but is governed by certain 
embryologic laws, and is possibly an 
attempt on the part of Nature to revert, in 
the human species, to a primitive genesis 
when a twin birth was the normal result of 
each pregnancy. The fact that the human 
female is equipped with 2 mammae sug- 
gests that twin births may have been much 
commoner in the early stages of human 
evolution than they are to-day. 


For the sake of convenience in the group- 
ing of the references, I have arranged the 
record of monstrous births among. the 
lower forms of animal life in chronological 
order, although the more scientific arrange- 
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The ‘‘ Galle’’ Twin. 
Redrawn by Mr. W. J. Pardoe, Artist to the Medical School, 
University of Birmingham. 
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ment would be to group them in their re- 
spective species. 

The year A.D. 1562 has already been 
referred to as the year of monstrous births 
in England. ‘‘In March,’’ says Stow,” 
‘‘a Mare brought forth a foale with one 
body, and two heads, and as it were a long 
taile growing out betweene the two heads. 
Also a sow farrowed a pigge with foure 
legges like to the armes of a man child, 
with hands and fingers, etc. In Aprill a sow 
farrowed a pigge with two bodies, eight 
feet, and but one head. . .”’ In 1580 there 
was apparently another batch of monstrous 
births which are described in Stow’s 
Summaries, but I have not been able to 
consult this work, which seems to be little 
known. 

In 1667, the farmers in the Parish of 
Beer-Ferris, in Devonshire, must have 
been surprised by the advent of 2 pairs of 
conjoined lambs which were born within a 
week of each other. Colepresse,*“ who 
records these births, says that the first twin 
was born at Lockridge on February 17th. 
It was a white lamb, with 2 distinct heads 
and necks, which were united at the 
shoulders. It had a single trunk, ‘‘ and 
that well form’d, yet having double entrails 
in all respects. . . . The Monster dyed, and 
is now in my Custody, after it hath been 
dried in an Oven, and by the Sun.’’ The 
second twin, which was born at Clamick 
on February 24th, was a black lamb with 
I head, 2 distinct bodies, and 8 legs. The 2 
bodies joined in the neck region, and the 
single head had 2 eyes and 2 ears in their 
usual places. In addition, however, it had 
“one extraordinary Eye in the Niddock, 
with x single Ear, about an inch distant 
from the Eye backwards .. .”’ 

The Emerald Isle has produced some 
noteworthy fiction, but it is doubtful 
whether any of its fiction is stranger than 
the monstrous double cat (Fig. 18) which 
arrived some time in 1685. Mullen,* who 

F 


read an account of it before the Dublin 
Society, says that “‘ it was double from the 
navel downwards, having four hind feet, 
two tails, two anus’s, and two pudenda, for 
they were females. They were join’d in one 
trunc at the navel, and were continued so 
upwards; but yet this monster had two pair 
of fore-feet, one of them on the back and 
the other on the breast. The head though 
single had two pair of ears, one naturally 
sited, and another at the hinder part of 


-the head, between the processus mamillares 


to which the Vertebrae of both the necks 
were joyn’d; for there were two back- 
bones continued all the way to the head. 
Though the two bodies seem’d to be but one 
entire one above the navel.’’ This monster 
had only 1 stomach, and a common intes- 
tinal tract to within 6 or 7 inches of the 
anus, but it had 2 livers, one much smaller 
than the other; 2 kidneys on each side, 
furnished with ureters; 2 hearts, one placed 
above the other and a little to the right, and 
a double diaphragm. Mullen could not find 
a spleen or a pancreas on either side. There 
is a more detailed account of this monster 
in the Philosophical Transactions of the 
Royal Society, Volume 15, Number 174, 
1685, embellished with 3 fine engravings of 
it, one of which forms the subject of the 
accompanying illustration. 

Sir John Floyer* records, in 1699, the 
finding of conjoined turkey chicks in an 
egg that was not appreciably larger than 
usual. They were joined together by a 
fusion of the flesh over the breast bone, but 
were otherwise separate and distinct indi- 
viduals. His explanation of the monstros- 
ity is that the egg had two yolks, and that 
there was insufficient room in it for the two 
to develop separately, hence the union and 
the miscarriage of the normal hatching. An 
egg with a double yolk would, however, 
certainly be larger than normal, and the 
more probable explanation is that fission 
occurred at a relatively late stage of seg- 
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mentation. Sir John stated that he also 
had in his possession a dried, monstrous 
chicken with only 1 head, 1 body cavity, 
and 1 heart, but with 4 wings and 4 legs. 
The folk of Stapleton, in Gloucestershire, 
had something to talk about in 1736,' 
when a cow presented a local farmer with a 
calf that had a ‘‘ Head as large as a Bull’s, 
and bigger than its whole Body; and the 
Face strangely deform’d, with one Eye on 
the Top of the Nose, and the other under it, 


near the Mouth; Ears like a Dog’s, the 


Tongue short, and in the Throat; the Heart 
in the Cavity of a Swelling above the 
Shoulders; the Navel between the Fore- 
legs; the Tail short like a Deer, but in the 
Middle of the Back.”’ 

The collecting instinct is well developed 
in the human species, and some curious 
collections have been made by individuals 
in days gone by, although none was prob- 
ably odder than the one in which Daniel 
de Superville,“°” Chief Physician to the 
Margrave of Brandenburg, took such 
evident pride. ‘‘ I keep,’’ says he, “‘ in my 
Collection a Pig, that has eight Feet; the 
two Bodies, that are separated, reunite 
themselves by the Spina Dorsi below the 
Diaphragma, and have but one visible Neck 
supporting a Head, bigger than it should 
be, on which there appear four Ears, three 
Eyes, and the Snout seems double. I have 
also a Head of a Foal, which is double, 
and has three Eyes. I have a Turkish 
Duck, which is double, the two Bodies are 
joined by the Breast; each Body has two 
Wings and two Legs; but they have only 
one Neck with one Head. I keep a 
Chicken, which has a second Rump fixed 
on to its Breast, with the two Legs, and two 
Paws. I even have a Frog, which besides 
its four Paws, has a Fifth as well formed 
as the others, which comes out at the Right 
Shoulder.”’ 

The City of Rouen, which had supplied 
M. le Cat with his example of a human 


conjoined twin in 1735, followed this 
monster with a conjoined twin calf, which 
was, says Le Cat,”“°” “‘ cut out of a cow by 
the Butchers of our Hospital.’’ One trusts 
that he was not referring, impolitely, to the 
operations of any of his surgical colleagues, 
and that the operators concerned were 
really the purveyors of beef to the Hospital. 
This twin calf (Fig. 19) was united by a 
fusion of the 2 sternums, and had a com- 
mon heart, with only the usual 2 cavities; 
but the right ventricle belonged to the one 
twin and the left ventricle to the other. This 
account is illustrated with 4 good engrav- 
ings, 2 of which show the relations of the 
internal blood vessels and organs after they 
had been exposed by a dissection of the 
cadavers. 

In the same year, Newport Pagnell was 
distinguished by the birth of a monstrous 
lamb, which probably provided a unique 
opportunity for the Rev. Dr. Dodd- 
ridge**“” to discourse to his parishioners on 
the inscrutable workings of Providence. 
This lamb had 2 perfect heads, with 2 long 
necks, ‘‘each Head as large as a -normal 
Lamb, but it sucked only with the right 
one.”’ It walked on 4 legs, but it had a 
fifth which hung down between its 2 necks, 
and which was rather longer than its normal 
ones. The bones and the hoof of this leg 
were double, and it had ‘‘ four Claws.”’ It 
had 2 tails, but no vent behind either, and 
2 distinct spinal columns, which united 
about 5 inches above the tails and then 
separated again. The twins were con- 
nected by a bony union between the spinal 
columns which, however, were not fused at 
the site of the union. It had 2 hearts of 


equal size, “‘ lying over each other ‘ saltire- 
wise,’ almost like a St. Andrew’s Cross:”’ 
2 oesophagi; 2 tracheas; and 4 small lungs, 
but a single common stomach. The intes- 
tines were normal and single, but, as al- 
ready ‘mentioned, there was no anus. It 
had 3 kidneys, one of which was very 
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large in proportion to the other two and 
probably represented a fusion of two 
kidneys. 

From Buckinghamshire. the record 
switches to Lincolnshire where, in 1748, 
“ Bostoniensis ’’ ' was the proud posses- 
sor of two monstrous chickens preserved in 
spirits. ‘‘ One of these,’’ he says, ‘‘is only 
remarkable for having two heads: but the 
other is more extraordinary, having two 
heads, one body, two wings, and three legs, 
one of which is as large as the other two legs, 
having two bones in the thigh, which are 
join’d together by a thin membrane, or 
skin, from the body to the knee, which joint 
is also double; there are likewise two bones 
in the leg, which being united from the 
knee to the foot, appear like one, but have 
an equal number of toes with the other two 
legs; the middle toes being also join’d 
together.’’ 

In the following year, a cow belonging to 
W. Ball, of Trodoxhall, near Frome," 
gave birth to a calf that had 3 eyes, one of 
which was in the middle of its forehead, ‘‘ at 
which place the head separated, and had 
two distinct mouths, and in each a tongue, 
which join’d in one root; it suck’d at both 
mouths, and lowed with each alternately; 
it died at the end of three days...” 

The next record, which also concerns a 
monstrous calf, was supplied by a clergy- 
man" living at Clayworth in Nottingham- 
shire, in 1752. His description is so 
eminently clerical that it would be a pity 
not to quote it in full. ‘‘ I should have writ 
sooner but that I wanted to be satisfy’d in 
the truth of a report of a monstrous produc- 
tion in a neighbouring village. The animal 
in question is the offspring of a cow, is about 
the size of a child of 10 years old, and 
formed in all respects like a human crea- 
ture, except the ears and hoofs, the latter 
of which are cloven, and the ears resembl- 
ing a calf’s, are covered with a kind of 


down. But no hair appears in any part, | 
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except for about three inches above the 
hoof on each foot (or hand, which you will 
please to call it) and on the upper lip, like 
a Spanish mustacho. The face is much like 
that of an old man, the chest perfectly 
resembles that of a woman, to which sex 
tis said that it has alsoa very distinguishing 
analogy; but I was not very curious in that 
part of the scrutiny ; the skin is soft, smooth, 
and of a complexion at least equal to 
a French foot soldier after a summer’s 
campaign.”’ 

Apparently this monster temporarily ex- 
hausted Nature’s misdirected efforts to 
improve the breed of cattle, because sheep 
were the next objects of her attention. In 
1785 two ewes, the property of a farmer of 
Ashcomb, near Lewes in Sussex," each 
yeaned two lambs, one of which in each 
case was perfect, and the other was a mon- 
ster. Of the two monsters, ‘‘ one had eight 
perfect legs, six of which were forelegs, the 
other had but one eye, placed exactly in the 
centre of its forehead.’’ Both the monsters 
died, but the normal lambs were living at 
the time of the report. 

At some date between 1770 and 1774, a 
snake with 2 heads was found in the 
neighbourhood of Pisa. It was examined 
by Redi,’*” who reported that it had 2 
oesophagi; 2 stomachs, but a single com- 
mon intestinal tract; 2 hearts, of which the 
right was larger than the left; 2 pairs of 
lungs, and 2 brains. 

Finally, although the record is out of 
place in the chronological order, another 
monstrous calf completes this collection of 
monstrous births among the lower animals. 
It was born some time prior to 1702 at 
Skeriness, on the Island of Lingay, one of 
the Western Isles, and Martin”’ states that 
it had “‘ all its Legs double, but the Bones 
had but one Skin to cover both, the Owner 
fancying it to be Ominous killed it, after 
having lived nine Months.”’ 

In this collection cattle and sheep out-° 
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number other species of the lower animals 
in their production of monstrous births, but 
this may be incidental to this particular 
collection. If it is true in general, one 
wonders whether there is any peculiarity in 
their ovulation, or in their foetal develop- 
ment, to explain the preponderance, and, 
if so, whether a comparative study might 
throw some light upon the mechanism of the 
production of monstrous human births. 
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MEIGS’ SYNDROME WITH A GRANULOSA-CELL TUMOUR 


BY 


A. G. MARSHALL, B.A., M.B., B.Ch., 
Pathologist to the Dudley, Stourbridge and District Hospital Group. 


IN a discussion on Meigs’ Syndrome, 
Greenhill (1946) lays stress on the disap- 
pearance of ascites and hydrothorax on 
removal of the ovarian tumour rather than 
on the nature of the tumour. The condition 
has been frequently described, but only one 
reference to its occurrence in association 
with a granulosa-cell tumour has been 
found (Ojeco, 1945). The purpose of this 
communication is to report such a case and 
to comment on the pathological aspects of 
the condition. 


Case REPORT. 


Mrs. H., aged 37, was admitted to the Kidder- 
minster and District General Hospital in June 1947. 
She gave a history of 6 months’ increasing dyspnoea 
on exertion and enlarging abdomen. She had one 
child aged 9 years. There was no history of loss 
of weight. Menstruation had recently occurred at 
3-weekly intervals and lasted 7 days or more. She 
had noticed no enlargement of her breasts. 
Examination showed a bilateral pleural effusion and 
ascites. There was no sign of heart failure, and 
her urine contained a slight trace of albumin. No 
tumour was palpated in the pelvis. 

An X-ray examination of the chest confirmed the 
pleural effusions and on 13th June 300 ml. were 
withdrawn from the right side. On 4th July 560 
ml. were removed from the left side. The fluid 
contained no tubercle bacilli and X-rays showed 
normal lungs, 

Under local anaesthesia a large volume of 
ascitic fluid was drained and a mass became 
palpable in the pelvis. A week later, after drain- 
ing 1,980 ml. fluid from the left chest and 1,500 ml. 
from the right side, laparotomy was performed and 
a cystic tumour of the right ovary was removed. A 
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note was made that large quantities of straw- 
coloured fluid drained from the abdomen. 

No further paracentesis of chest or abdomen was 
done and all effusion decreased steadily. She was 
discharged from hospital on 5th August. 

Early in October X-ray examination of the chest 
showed no fluid and she has continued in perfect 
health since then. She was last seen on 2nd 
November, 1948, when she had put on weight, and 
had no abnormal physical signs. Menstruation now 
occurs every 28 days and lasts no more than 5 days. 

The report on the tumour ran as follows: 

‘‘ The specimen consists of an ovarian tumour 
measuring 10x9x6 cm. Its surface is coarsely 
nodular and it is white with slight yellowish 
mottling. A cyst measuring 5 cm. in diameter is 
present at the hilum. 

‘‘ The cut surface is semi-cystic and some of the 
smaller cysts contain clear or reddish gelatinous 
material, and the nodules are yellowish in colour. 
In the centre there are hard fragments thought to 
be bone but there is no macroscopic calcification 
(Fig. 1). 

‘Sections were cut from 5 areas of the tumour 
and from the cyst wall, and show a uniform struc- 
ture. It is cellular with areas of hyaline degenera- 
tion, and the cells are spheroidal in shape with a 
round nucleus containing several nucleoli and a 
sharply defined chromatin network. The cytoplasm 
is moderate in amount, slightly eosinophilic and in 
some areas it is curdy. The cells lie in sheets with 
some tendency to an alveolar or rosette formation in 
the centre of which there is eosinophilic structureless 
material. In other areas there ig some degree of 
cylindroid arrangement. The connective tissue 
is fairly well defined and there are large areas of 
fibrous tissue. The tumour is fairly vascular 
(Fig. 2). 

‘‘ Frozen sections show in some areas that the 
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MEIG’S SYNDROME WITH A GRANULOSA-CELL TUMOUR ° 


cells contain droplets of material stainable by 
Sudan IV. 

‘The histological appearance is that of a 
granulosa-cell tumour.”’ 


DIscussION, 

A review of the published cases reveals at 
once that emphasis is usually placed on the 
clinical details while the histological 
descriptions are often inadequate. There is 
much to suggest that some of the tumours 
described simply as fibromas have features 
not found in that type of neoplasm. In 
Meigs’ collection of 15 cases (1939) 
reference is made to “‘ cellular areas’”’ in 3 
(cases 2, 4 and 12) and “‘ muscle tissue ’’ in 
4 (cases 2, 3,6 and 11) while “‘ fibroblasts ”’ 
are distinguished in 2 others (cases 8 and 
15). Most of the tumours were cystic and 
many were oedematous. Only 3 of his cases 
were under 50 years of age and one of them 
gave menorrhagia as a symptom; the 
menstrual history. was not mentioned in the 
second but was normal in the third. No 
mention is made of other hormonal effects 
such as enlargement of the breasts. 

In another report there is a good histo- 
logical description of a thecoma at the age 
of 60 years and this case is claimed to be 
unique (Perlmutter, 1944). In two recent 
papers in the English literature the histo- 
logical reports are scanty. Gardiner and 
Lloyd-Hart (1944) describe a case of 
“ fibromyxoma ”’ in a woman aged 38 who 
showed menstrual disturbances. Clay, 
Johnstone and Samson (1944) report 2 
cases; One was aged 47 with a normal 
menstrual history and a “‘ typical ovarian 
fibroma,’’ and the other aged 59 years 
having a “‘ fibroma with marked cystic 
degeneration.’’ Another report on a case 
aged 31x with normal menstrual history 
mentions a fibroma with cystic degeneration 
(Lock and Collins, 1941). 

Two reports have related the condition to 
Ovarian cystadenomata. MacFee (1941) 
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reported a case in a patient aged 54 who 
gave a history of vaginal bleeding a year 
previously and 2 years after the menopause. 
The histological report draws attention to 
the difference between the cells lining the 
cysts and those seen in pseudomucinous 
cysts, and there is no dogmatic diagnosis. 
The photomicrographs are not unlike a 
variation of the Brenner tumour group 
which Willis (1948) suggests may originate 
from the ovarian follicle. The other report 
by Millett and Shell (1945) gives somewhat 
inadequate histological details and men- 
tions peritoneal implants, though their 
patient was well 10 months later. She was 
39 years old and gavea history of menstrual 
irregularity. 

Certain authorities consider ovarian 
fibromata to be the final stage in a series of 
tumours of the granulosa-cell, theca-cell, 
and lutein-cell group, corresponding to the 
stages of maturation of the ovarian follicle 
(Willis, 1948; Traut and Marchetti, 1940). 
The series of tumours now reviewed, most 
of which are labelled fibromata, show 
features which suggest that at least some 
of them belong to such a group, e.g., 
areas of abnormal cells, cyst formation, 
‘‘myxomatous ’’ changes and, not least, 
hormonal effects such as menstrual distur- 
bances. If this is so the present case of a 
granulosa-cell tumour, and Perlmutter’s 
example of a thecoma, instead of appearing 
to be anomalies, fall into place as members 
of the same group. It is unfortunate that the 
histological descriptions are often so inade- 
quate, for a series of this kind might well 
give further evidence of such a relation- 
ship. It is to be hoped that future records 
of this syndrome will stress particularly the 
exact structure of the tumour. 

One other feature is common to most 
of the tumours in this series; the pres- 
ence of cysts or other degenerative 
changes. Meigs considers that these 
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characters indicate failing ovarian func- 
tion, but Traut and Marchetti state they 
are consequent on luteinization. It is 
likely that such changes are characteristic 
of the group of tumours and that they, 
rather than any function of the tumours, 
determine the relationship to Meigs’ syn- 
drome. Gardiner and Lloyd-Hart state 
that ascites may be found in 75 per cent of 
all ovarian fibromata. It is my own experi- 
ence in a large number of postmortem 
examinations never to find ascites from any 
cause without some degree of pleural 
effusion; a careful account of this associa- 
tion has been kept over the last year. There 
is apparently no difference between the 
fluids in the separate cavities and indeed in 
a recent case, in which there had been 
haemorrhage into the peritoneal cavity, 
there was a small amount of blood in each 
pleural space. No pathologist who has 
examined cases of carcinomatosis peritonel 
can doubt the very real existence of 
transdiaphragmatic lymphatics. It seems, 
therefore, that there may be a simple 
explanation of the presence of a hydro- 
thorax in all cases of ascites. Indeed in 
other’ conditions giving rise to fluid in the 
peritoneal cavity, such as heart failure, 
nephritis or carcinoma, the presence of 
large pleural effusions gives rise to little 
comment. It may well be that the size 
of the hydrothorax is related not only to 
the size and rate of formation of the peri- 
toneal effusion but is an individual charac- 
teristic of the subject. Such a sequence of 
events, i.e., degeneration and oedema of 
the tumour, ascites and then hydrothorax 
via the diaphragmatic lymphatics, seems to 
be an adequate explanation of the observed 
facts. 


SUMMARY. 

1. Acase of Meigs’ syndrome associated 
with a granulosa-cell tumour is reported. 

2. In a review of reported cases the 
inadequate histological details and the 
presence of cysts is noted. The frequency 
of menstrual disturbances is also stressed. 

3. ltis suggested that a group of tumours 
related to the ovarian follicle is associated 
with Meigs’ syndrome and _ that the 
degenerative features found in this group 
are the factors responsible. 

4. A plea is made for a more complete 
account of the structure of the tumours in 
future reports of this condition. 


I should like to thank Mr. J. W. Stretton, 
Dr. J. M. Malins and Dr. G. N. Miles for 
access to their notes on the case, and Mr. 
W. T. C. Dunsby for making the histo- 
logical preparations. Dr. G. J. Cunning- 
ham kindly provided the photographs. 
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A CASE OF CONJOINT THORACOPAGUS TWINS WITH OBSTRUCTED 
LABOUR AND DELIVERY BY CAESAREAN SECTION 


BY 


H. Nortu, M.B., Ch.B., 


Sir J. BERNARD Dawson, K.B.E., M.D., F.R.C.S., F.R.C.O.G. 
Professor of Obstetrics and Gynaecology, University of Otago, 
New Zealand; 


AND 


W. D. Trotter, M.B., Ch.B., 
Department of Anatomy, University of Otago Medical School. 


THE following case of conjoint thora- 
copagus twins is considered of sufficient 
value for publication both because of the 
rarity of the condition and also because of 
the problems of treatment which arose 
during delivery. 


CasE HIsTory. 

A married woman, aged 34 years, presented with 
a history of miscarriage at 2 months in 1944 and 
1945. No previous children. Her last menstrual 
period was on 14th January, 1946, the expected 
date of confinement was 21st October, 1946. 

General examination revealed a healthy woman; 
blood-pressure 120/70, urine normal. On pelvic 
examination the uterus was in normal position, and 
no pelvic abnormality was noted. 

Pelvic measurements: interspinous, 22.5 cm.; 
intercristal, 28.5 cm.; external conjugate, 21.0 cm. 

Considering the past history of miscarriages it 
was decided to administer progesterone 5 units 
twice weekly until the 4th month of pregnancy was 
completed. The blood-pressure, urine tests and the 
patient’s health continued to be normal. 

At the end of 7 months there was doubt as to the 
presence or otherwise of twins. Radiographic 
examination was done and revealed a twin preg- 
nancy, both breech presentations. The spine was 
to the right in one, and to the left in the other. The 
size of the pelvic inlet, mid-plane and outlet 
appeared ample. The radiologist in conversation 
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noted that the skulls were roughly at the same 
level and that the position resembled that of 
embrace, with marked extension of both heads. 
This was suggestive of the presence of Siamese 
twins, but only suggestive. The examination was 
not repeated. There was nothing further to note 
in the antenatal history. The uterus contained 
abundant liquor. 

On 22nd September, at 7.30 p.m., there occurred 
slight labour pains and a leakage of liquor. Thus 
labour commenced a month prematurely. 

On the 23rd the woman was admitted to a nurs- 
ing home at 3 a.m. The nurse noted that the extent 
of cervical dilatation was difficult to determine per 
vectum. The presenting part was one finger’s 
length high; the pains were strong. Hyoscine 
gr. 1/100 was given at 4a.m. Pains became weaker 
and less frequent. There was free loss of liquor 
later in the morning. By late afternoon pains had 
ceased. Pituitrin 2 i.u. was given at 5.15 p.m., and 
again at 8.15 p.m., and contractions recommenced. 
At 11.30 p.m. Nembutal gr. 1% was given. 

On 24th contractions were more regular. Hyo- 
scine gr. 1/400 was given at 2.45 a.m. and repeated 
at 5.45 a.m. Labour proceeded normally, the os 
being half dilated at5 a.m. At7 a.m. contractions 
again became weaker. The patient was in no way 
distressed. Blood-pressure, pulse rate, temperature 
and urine were all normal. 

At 11 a.m. by examination per rectum it was 
noted that the os was almost fully dilated. The 
progress of labour was slow. At 4 p.m. a foot 
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presented; the circulation in that foot was noted 
to be normal. Because of the slow progress of 
labour, it was decided to examine the patient under 
an anaesthetic. Atropine sulphate, gr. 1/100 was 
given at 5 p.m. This was followed by ethyl 
chloride and ether anaesthesia at 5.30 p.m. 

Vaginal examination under anaesthesia revealed 
three feet presenting. An episiotomy was per- 
formed and the odd foot was pushed up over the 
brim of the pelvis. Gentle traction on the present- 
ing feet, together with firm pressure downwards 
on the corresponding skull did not produce descent. 
It was now obvious that some foetal abnormality 
must exist. A hand was passed up the back of the 
foetus lying on the right, and then up the back of 
that lying on the left, no abnormality was noted. 
The hand was then passed in between and at the 
level of the umbilical cord a massive union was 
found. The choice of means of delivery now lay 
between Caesarean section and evisceration and 
decapitation of one foetus in utero. After tele- 
phonic communication with Professor Dawson, 
who considered that severing of the extensive bond 
of union between the two infants high up in the 
uterine cavity would be a formidable undertaking 
as would be the doubtfully useful procedure of 
embryotomy of one foetus in utero. It was decided 
to perform a Caesarean section at the Public Hos- 
pital and rely on postoperative chemotherapy. 

The vagina was swabbed out with 1 per cent 
mercurochrome and gauze soaked in the same 
solution was wrapped around the presenting feet. 
It was noted that the circulation in these feet was 
still present. 

The patient, still under light anaesthetic, was 
transferred by ambulance to the operating theatre 
of the Public Hospital. 

Operation. Anaesthesia with gas and oxygen 
and ether was continued, and the patient catheter- 
ized. The vagina and presenting limbs were 
swabbed with Bonney’s blue paint. The abdomen 
was opened by a low midline incision; the abdo- 
minal contents were packed off leaving the uterus 
alone presenting. In spite of previous vaginal in- 
terference and because of the possible difficulty in 
extracting the Siamese twins, it was decided not 
to perform a lower segment operation. A classical 
operation was performed, the Siamese twins being 
extracted dead. The cord was divided and the 
single placenta was stripped off the uterine surface. 


The interior of the uterus was further cleaned with 
a large swab. Pituitrin 1 ml. was injected into the 
uterine muscle. The cut surface of ‘the uterine 
muscle and the uterine cavity were dusted with sul- 
phonamide powder. 

The uterus was closed by two layers of catgut 
sutures, one deep, interrupted, and the other 
reconstituting the peritoneum being continuous, 

More sulphonamide powder was sprinkled on the 
suture line and in the lower abdomen. In all 
20 g. were used. The abdomen was then closed in 
layers, no drains were inserted. 

The patient left the theatre in good condition. 
Postoperative treatment consisted of rectal 
infusions of 5 per cent glucose saline; sedatives and 
ecbolics, and penicillin 15,000 units three-hourly. 

Only three rectal infusions of 150 ml. each were 
given, the patient taking fluid well by mouth. 

A total of 1,365,000 units of penicillin was given 
over a period of 15 days. 

Lactation was suppressed by the administration 
of 50,000 units of oestradiol benzoate on two suc- 
cessive days. An unexplained rise of temperature 
on the 13th day after operation was found to be 
caused by the patient placing her thermometer 
against the valve of a radio receiving apparatus! 

She was discharged in good health 23 days after 
her operation. The happy result to the mother is 
a tribute to the care taken in the preliminary 
examination and to the efficacy of chemotherapy. 


ANATOMICAL DESCRIPTION OF THE 
FOETUSES. 


' General appearance. The specimen con- 
sisted of two apparently identical female 
twins joined ventrally from the presternum 
above to a common umbilicus below. There 
were 4 arms and 4 legs. The twins were 
so placed with regard to each other that 
on one side the shouders were 4 inches 
apart, and there was a fairly wide conjoint 
ventral abdomino-thoracic wall (Fig. 1). 
The right-hand foetus of the apparently 
‘anterior ’’ side has been labelled 1, the 
left-hand one 2. This side presented the 
single umbilicus. ‘‘ Posteriorly ’’, i.e., on 
the reverse side, the shoulders approxi- 
mated and the area of ventral abdomino- 
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Fic. 1. Fic. 1(a). 


The foetuses as delivered. The foetus on the reader's Radiograph of the Siamese twins taken after delivery. 
left is No. 1, and that on the right No. 2. 


Fic. 2. 

Shows pleural cavities with lungs, pericardium opened to show “‘ anterior "’ 

ventricular surface of the heart, the conjoint liver, coils of intestine, and 

the caeco-appendix in foetus 1. One of the large umbilical arteries of 

foetus 1 is visible on the ventral abdominal wall. Foetus 1 is on the reader’s 
left. 
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FIG. 3. “ig 
Shows the heart with anterior ventricular wall removed revealing complex ‘ 

ventricular cavity. The stilets are in the aorta and pulmonary artery of each 
foetus. The aorta can be seen giving off the carotid arteries by a common st 
trunk in each foetus. Lateral to the arteries lie the innominate veins drain- Cc 
ing into the auricle. An atrial appendage is just visible on either side of | 

the ventricle. The auriculoventricular orifice is in the centre of the picture. 
Vv 
n 
n 
2 
T 
n 
tl 
Vv 
P 
FIG. 4. t 

The heart is retracted to show abnormal pulmonary veins of foetus 1 
uniting to form a common trunk. The hook is in the right atrial append- nr 

age of foetus 1. Portion of the right kidney and adrenal of foetus 1 is 

visible lateral to the conjoint liver. 
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A CASE OF CONJOINT THORACOPAGUS TWINS 


thoracic wall was much reduced. This is 
characteristic of the monosymmetros type 
of monster. Both heads were hyper- 
extended. There were no obvious injuries 
or deformities. The combined weight was 
8 pounds 10 ounces. The crown-heel 
length of each foetus was 185 inches. 

External details. Apart from the con- 
joined state there was nothing abnormal 
about either foetus. Two nipples were 
present on each. Meconium had been 
passed per anum in each. The external 
genitalia were normal. There were no 
abnormalities in the limbs. The finger 
nails reached the finger tips, lanugo hair 
was present over the bodies, and the scalp 
hair was well developed. 

Umbilical cord. There was a common 

umbilical cord attached to the body on the 
“anterior ’’ side and at the place of attach- 
ment the body wall lacked skin, but was 
covered by amnion over an area about 
1 inch in diameter. 

The cut surface of the cord showed 4 
vessels—z2 arteries and 2 veins. 

The placenta, described as single, was 
not present with the specimen. 

The body wall. The skin and subcutan- 
eous fatty tissue were easily removed. The 
body wall was virtually normal in its gross 
structure. There were 4 pectoralis major 
muscles, those of the anterior side being nor- 
mal in size and attachments—i.e., the right 
pectoralis of foetus 1 and the left of foetus 
2arising from the common sternum and 
respective costal cartilages, clavicles, etc. 
“Posteriorly ’’ the two pectoralis major 
muscles were much foreshortened due to 
the approximation of the shoulders on this 
side. Here the common sternum was very 
short. Branches of the internal mammary 
vessels and intercostal nerves were seen 
piercing the chest wall. 

On the ‘‘anterior’’ side in the epigas- 
trium there were 2 rectus abdominis 
muscles normally attached above and 


lying on either side of a common linea alba 
formed from the decussating fibres of the 
respective external oblique muscles. 

A little above the umbilicus each rectus 
diverged from its fellow of the opposite 
foetus passing to the separate lower abdo- 
men of each foetus joining with its fellow 
of the same foetus which had approached 
from the “‘ posterior’’ surface. The four 
recti thus bounded at the lower limit of the 
conjoint abdominal wall, a four-pointed 
stellate area presenting the umbilicus. This 
area seemed to be composed of greatly 
stretched and reinforced fibres of the linea 
alba. The main direction of these fibres 
was arcuate across the ‘‘ points of the star’, 
i.e., circularly around the umbilicus. 

The rectus sheaths of each foetus were 
normally constituted. The external and 
internal oblique and the transversus 
muscles were normal. 


Abdominal cavity and organs. The most 
prominent feature on opening the abdomen 
was the large conjoint liver occupying the 
upper part of the common abdominal 
cavity (Fig. 2). Below it lay the separate 
alimentary canals of each foetus—there was 
no situs inversus viscerum. Connecting 
the anterior surface of the conjoint liver to 
the “‘ midline ’’ of the abdominal wall, i.e., 
in a plane frontal to each foetus was a 
“‘falciform ’’ ligament containing the two 
umbilical veins in its lower free border and 
dividing the right from the left upper parts 
of the common abdominal cavity as seen 
from the front. Another fold of peritoneum 
in the sagittal plane of each foetus passed 
from the liver to the diaphragm and separ- 
ated the right and left subphrenic spaces 
proper to each foetus. The lower abdo- 
minal and pelvic cavities were separate to 
each foetus. 


Umbilical vessels. Both umbilical arteries 
arose from foetus 1, there being only a 
single very small umbilical branch from 
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foetus 2 which did not reach beyond the 
umbilicus. 

The two umbilical veins left the falciform 
ligament to pass into left and right sides of 
the conjoint liver. 

Peritoneal cavity. ‘‘ Anteriorly’’, this 
was divided into right and left upper 
parts by the ‘‘ falciform ligament’’, though 
‘‘ posteriorly ’’ the right and left parts were 
undivided. The right and left subphrenic 
spaces of each foetus did not communicate 
but were separated by a fold of peritoneum 
as described above. Below the liver, the 
greater sac of the peritoneum was common 
to both foetuses but each had a lesser sac 
lying behind each stomach and com- 
municating with the main cavity via 
separate and normally situated foramina of 
Winslow. 

The liver. The conjoint liver was seen to 
consist essentially of 2 separate livers, one 
for each foetus merely fused in the frontal 
plane of contact, left lobe with right lobe 
on either side. The line of fusion was par- 
ticularly well seen in the “posterior ”’ 
aspect. There was a gallbladder lying in its 
normal position in each side of the con- 
joint liver mass. The hepatic pedicle was 
normal in each case. The peritoneal folds 
attached have been described above but 
there was a normal bare area on each side 
of the liver where it was related to the 
dorsal body wall for each foetus—including 
the inferior vena cava. 

Alimentary canal. There was a com- 
pletely independent and normal alimentary 
canal for each foetus consisting of oeso- 
phagus and stomach with small omentum 
containing the hepatic pedicle caudally 
and large omentum (adherent to the intes- 
tines and parietal peritoneum in foetus 1, 
normal in foetus 2), and left dorsal meso- 
gastrium limiting laterally the inferior 
recess of the bursa omentalis and contain- 
ing a normal spleen. The stomach was 
normal in each foetus. The duodenum 
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was normal in each as regards position and 
zygosis, but dilated in foetus 1. 

The small intestine was normal in each, 
each having the usual mesenteric attach- 
ment. There was no Meckel’s diverticu- 
lum. 

In each foetus the largeintestine presented 
a caecoappendix in a position somewhat 
above the right iliac fossa with a diagonally- 
placed ascending and transverse colon 
passing as one piece to the splenic flexure in 
each, whence a normally situated and 
zygosed descending colon and sigmoid 
colon (long and mobile) with normal mesen- 
tery gave way to a normal rectum. 

Gemito-urinary organs. A normal kidney 
showing foetal lobulation was present on 


each side of each foetus capped by a. 


typically large adrenal. The ureters were 
normal. The bladders were torpedo- 
shaped, largely abdominal, the urachus was 
obliterated in each. 

The ovaries, Fallopian tubes, each 
uterus and uterine ligaments were normal, 
extending as usual in the foetus somewhat 
above the pelvic brim. 

Great abdominal vessels. The abdominal 
aorta and inferior vena cava were present 
normally in relation to each other in each 
foetus. The inferior vena cava was formed 
by the union of right and left common iliac 
veins to right of the bifurcation of the aorta 
and dorsally. 

The aorta in foetus 1 was much larger 


‘than that of foetus 2, because of the mono- 


poly of umbilical arteries held by foetus I. 
Each aorta divided into right and left 
common iliac arteries. In foetus 2 these 
bifurcated again into external and internal 
iliac with the single small umbilical artery 
as a branch of the left internal iliac. 

In foetus 1 the common‘ iliacs divided 
into internal iliacs and the umbilical 


arteries, the various branches to the pelvic 
viscera appearing as branches of the 
umbilical arteries. 
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A CASE OF CONJOINT THORACOPAGUS TWINS 


The main abdominal branches of the 
aorta and tributaries of the inferior vena 
cava were normal in each foetus. 

Diaphragm. A common diaphragm 
separated the abdominal cavity below from 
the thoracic cavity above. Fusion of the 
diaphragm of each foetus was in the frontal 
plane of contact with other attachments 
normal, i.e., four cupolae were present 
separating the superior surfaces of the liver 
lobes from the corresponding lungs and the 
pericardium. 

Thoracic cavity and organs. There was 
a common thoracic cavity containing a 
single centrally placed pericardium sur- 
rounded by 4 pleural sacs each containing 
a lung and having normal gross appear- 
ance (Fig. 2). The lungs in each foetus 
were normally lobed and lay on corres- 
ponding sides of the vertebral column of 
each foetus overlapping the pericardium 
with phrenic nerves intervening and 
flanked by the ribs. 

The heart (exterior aspect). On opening 
the pericardium there was found to be a 
single heart having the following general 
shape and relation (Fig. 3). 

Related to the ‘‘anterior’’ common 
thoracic wall was the ventricular part of the 
heart, broad and presenting a shallow 
sulcus separating a larger left portion, which 
showed vessels similar to the anterior des- 
cending branch of a left coronary artery; 
and a smaller right portion with vessels 
resembling the anterior branches of a right 
coronary artery. The apex was corres- 
pondingly somewhat bifid. This ‘“‘an- 
terior ’’ surface continued below on to an 
“inferior ’’ surface resting on the diaph- 
ragm, again predominantly ventricular, 
while above it lead to a ‘‘ superior ’’ ventri- 
cular surface lying under the common 
manubrial area. The “‘ posterior’’ surface 
of the heart related to the ‘‘ posterior’’ 
common thoracic wall, was predominantly 
auricular and led on either side to a portion 
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of the heart related to the posterior medias- 
tinum of each foetus and presenting above 
at the junction of the posterior superior and 
anterior surfaces the great vessels proper to 
each foetus, these being overlapped on 
either side by the auricular appendages, 
two in each foetus (Fig. 3). 


THE GREAT VESSELS. 


Systemic veins. In each foetus there was 
a normal inferior vena cava piercing the 
diaphragm to enter the lower and posterior 
portion of the common auricle on either 
side. In each foetus there were right and 
left superior venae cavae (or innominates) 
there being no venous shift to the right 
cephalically—these vessels opened into 
corresponding parts of the common auricle. 

Arteries. These lay between the two 
superior venae cavae in each foetus, as seen 
from the front. 

In foetus 1 the pulmonary artery lay at 
its origin to the right of and ventral to the 
aorta passing thence in the usual way to the 
left to divide under the aortic arch. 

The aortic arch here gave origin to two 
large branches (a) proximally, a common 
trunk dividing in front of the trachea into 
a right subclavian, and right and left com- 
mon carotid arteries; and (b) distally to a 
left subclavian artery, beyond which it 
received a short ductus arteriosus from the 
pulmonary artery. 

In foetus 2 the pulmonary artery arose to 
the left of and beside the aorta. 

The aortic arch here again gave two 
branches (a) proximally, a trunk which 
divided in front of the trachea into right and 
left common carotid arteries and (b) 
distally a left subclavian beyond which a 
long ductus arteriosus connected aorta to 
pulmonary artery. 

The right subclavian of this foetus arose 
from the first part of the descending 
thoracic aorta and passed dorsal to the 
oesophagus to reach the root of the neck. 
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Roots of the lungs and pulmonary veins. 
In each foetus at the hilum of the lung the 
relations of constituent parts were as usual, 
bronchus behind, artery above in front, 
and veins below, the root being crossed on 
the right in each foetus by a vena azygos 
major, and the phrenic and vagus nerves 
passed down in front of and behind the lung 
roots respectively. 

The pulmonary veins of foetus 2 drained 
into the left part of the common auricle. 

In foetus 1 however, the pulmonary veins 
of each side gathered from the roots of the 
lung and the main interlobular fissures to 
form a single trunk ventral to and to the 
right of the oesophagus (Fig. 4). This trunk 
then passed down between the oesophagus 
and inferior vena cava piercing the dia- 
phragm to enter the abdomen where it 
passed into the fissure of attachment of the 
small omentum, ending by joining the 
ductus venosus. No pulmonary veins 
passed from either lung of foetus 1 into the 
auricle of the common heart. 


2, 
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Interior of the heart. When the heart 
was opened it was found to consist of two 
large chambers, one ventricle, the other 
auricle, communicating through a large 
atrio-ventricular orifice somewhat to the 
right, guarded by a large valve with three 
cusps. There was another minute orifice 
to the left. The interior structure of both 
chambers was complex, each being par- 
tially divided into various recesses and culs- 
de-sac by folds of muscle or fibrous septa. 
However, none of these could be certainly 
homologized with any of the septa of the 
normal heart, and there must have been 
complete admixture of both pulmonary and 
systemic blood in the common auricle 
before it passed to the ventricle, and in the 
ventricle before it was discharged into the 
aorta and pulmonary arteries. 

The cardiac condition and anomalies of 


_ the pulmonary vein must therefore have 


precluded the possibility of postnatal life, 
although quite compatible with an intra- 
uterine existence. 
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SOME OBSERVATIONS ON THE AFTERCOMING HEAD 


BY 


JAMEs Baxter, M.D., 
Rankin Matermty Hospital, Greenock. 


OnE of the most informative papers dealing 
with the management of breech labour and 
appearing in recent years was published by 
Greig in 1945. Greig has reviewed the 
literature and quoted the results obtained 
by different authors using different tech- 
niques. If one were to judge from this 
paper and others of similar tenor one might 
conclude that the last word on this subject 
has been written, since many of these 
reports show that figures for stillbirth and 
neonatal death have been so reduced as to 
bring the uncomplicated breech presenta- 
tion into line with normal vertex. There 
are, however, many obstetricians who will 
not agree that this is so, and who find, from 
time to time, that breech delivery can be 
very difficult no matter how it be 
approached. 

Thus Greig believes that fully 90 per cent 
of primigravid breech deliveries can be 
spontaneous and in his own series of 60 
cases there was only one foetal loss. 
Goethals (1940), using a technique diamet- 
tically opposed to that of Greig in its 
rationale, shows a stillbirth and neonatal 
death-rate of 2.3 per cent in a large series 
of cases, while Tompkins (1943) reports a 
mortality-rate of 2.7 per cent ‘‘in experi- 
enced hands.’’ On the other hand, Bracht 
(Reynders, 1946) points out the still con- 
siderable child mortality of 10 to 15 per 
cent in breech presentations delivered by 
the commonly used methods; the Queen 
Charlotte’s School (1943) gives a figure of 
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Ig per cent and the Simpson Memorial 
Pavilion, Edinburgh (1945), a figure of 10 
percent. Goethals (1940), Racker (1943), 
Guyer and Heaton (1946), and others, how- 
ever, have pointed out the great difficulty 
of comparing the results of different authors 
because of the lack of a uniform standard in 
the selection of cases, and the apparent 
diversity of opinion as to what constitutes 
the uncomplicated breech. Results would 
be more strictly comparable, perhaps, if 
the cases excluded from any series were also 
available for study, and not merely cate- 
gorically but in terms of obstetrical signifi- 
cance. 

It is generally agreed that the most 
important single factor making for success 
in the management of breech labour is 
experience, and it should be noted that, 
whereas the American figures quoted here 
are the results obtained by the expert, the 
British figures include the work of the 
neophyte. 

However it may be, there are probably 
many, who, like the writer, find that the 
aftercoming head can present them with a 
formidable problem, and who are inter- 
ested to know how this difficulty presents 
itself to others. Goethals, himself, acknow- 
ledges that the difficult breech is not yet an 
obstetrical anachronism. This present 
study deals with a small part of a large 
subject and if it is fragmentary it attempts, 
at least, the consideration of aspects not 
over-emphasized in the literature. 
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FREQUENCY AND RELATION TO STILLBIRTH 
AND NEONATAL DEATH. 

The frequency with which the after- 
coming head gives rise to difficulty is not 
easy to determine. The following figures 
have been collected from the last 85 conse- 
cutive cases of full-time uncomplicated 
breech labour in primigravidae conducted 
by the writer. The only abnormality in 
these cases, so far as could be ascertained 
by the usual clinical methods, was the mal- 
presentation itself, and the only danger and 
difficulty anticipated was some departure 
from the normal mechanism of breech 
labour. No case, so regarded in the ante- 
natal period, was afterwards excluded 
because of any dystocia or accident to the 
foetus during labour. Cases of primi- 
gravidae have been chosen because they 
represent a consecutive series and because 
the writer was responsible for their conduct 
through pregnancy, labour, and the puer- 
perium. Multiparous cases have been 
delivered in the same period, but many of 
these came into the care of the writer as 
emergency cases, from doctor or midwife. 
Delivery of a large foetus presenting by the 
breech in a multipara can be an exceed- 
ingly difficult undertaking. 

The first 35 cases of this series were 
delivered by extraction under full anaes- 
thesia and trouble with the aftercoming 
head was encountered on 6 occasions, with 
3 stillbirths, while 1 of the surviving infants 
developed an Erb’s paralysis affecting the 
right arm. There were 2 neonatal deaths 
in this group and both were presumed to be 
due to birth injury although in neither case 
was delivery difficult or the cause of death 
apparent. Chloroform anaesthesia may 
have been a contributory factor, if not the 
primary cause of neonatal death in these 
cases. Of the remaining 50 cases, 47 were 
delivered by the more conservative method 


of perineal infiltration and pudendal nerve © 


block with local anaesthetic, followed by 


routine episiotomy with minimal manual 
aid, or low forceps delivery of the after- 
coming head when considered necessary, 
and in no case did the aftercoming head 
give any trouble. There were 2 stillbirths 
in this group but they were not associated 
with difficult delivery. In1z of these 2 
cases there was a congenital absence of the 


rectum, suspected during labour by the 


absence of meconium and the failure to pass 
a rubber catheter more than 1 inch (2.5 
cm.) in to the bowel when the anus was 
showing. The other case was associated 
with considerable bleeding and the cessa- 
tion of foetal heart sounds during labour. 
Three loops of cord were found tightly 
coiled about the neck, and the placenta 
immediately followed the delivery of the 
head. Shortening of the cord had not only 
tended to strangle the foetus with each pain, 
but had also effected a premature separa- 
tion of the placenta. This infant might 
have been saved if extraction had been 
performed at the right time. There were no 
neonatal deaths in this group. In addition 
to these 47 cases there were another 3 cases 
during the same period in which resort was 
made to extraction under full anaesthesia 
because of failure of the patient to co- 
operate. The 3 infants survived. In none 
of the 85 cases was there any difficulty with 
the shoulders, although in several, the arms 
had to be brought down. 

In this whole series of 85 cases, therefore, 
there were 6 cases of difficult labour due to 
the aftercoming head, and resulting in 3 
stillbirths and 1 case of Erb’s paralysis 
which responded to treatment. There were 
also 2 stillbirths and 2 neonatal deaths not 
associated with difficult delivery. There 
was no maternal death. Puerperal sepsis 
of low virulence occurred*in 2 cases and 
was characterized by foul lochia and 
slightly raised temperature. 

Only 3 of the infants in the whole of the 
above series weighed less than 6 pounds 
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(2,722 g.) the smallest infant weighing 53 
pounds (2,495 g.) and the heaviest 9 
pounds (4,082 g.). The average weight was 
6 pounds 14 ounces (3,119 g.), and this is 
about I pound (454 g.) less than the average 
for full-time vertex presentations over the 
same period. That the weight of the foetus 
is probably not a factor contributing to the 
foetal loss in this series is shown by the 
weights of the stillborn foetuses, and the 
infants dying in the neonatal period. These 
were 8 pounds (3,629 g.), 6 pounds 1 ounce 
(2,750 g.), 7 pounds (3,175 g.), 8 pounds 
(3,629 g.), 6 pounds 8 ounces (2,949 g.) for 
the stillbirths, and 6 pounds 10 ounces 
(3,005 g.), 7 pounds 8 ounces (3,402 g.) for 
the infants dying after birth. Unfortunately 
the measurements of the heads were not 
recorded. 


S1zE OF AFTERCOMING HEAD AS A CAUSE OF 
DYSTOCIA. 


It is not uncommon to hear it stated, and 
it is sometimes recorded in the textbooks 
(e.g. Eden and Holland, 1940), that a large 
foetal head—apart from hydrocephaly—is 
afactor in the aetiology of aftercoming head 
dystocia and some authorities have advo- 
cated induction of premature labour to 
avoid this complication when external ver- 
sion fails. The size of the head is closely 
related to the problem of moulding and 
compression. There is no essential differ- 
ence between compression effects on the 
forecoming head and those on the after- 
coming head, although there is a very great 
difference in the length of time the head is 
exposed to compression in the respective 
conditions. It is generaly believed that in 
its rapid progress through the pelvis, the 
aftercoming head is subjected to a sudden 
compression force and is just as suddenly 
decompressed. The aftercoming head is, 
therefore regarded as being at a mechanical 
disadvantage as compared with the fore- 

G 


coming head which is subjected to com- 
pression more slowly and more gradually. 
It is difficult to prove or to disprove the 
truth of this seemingly reasonable assump- 
tion, but we can be certain that intracranial 
injury is the result of excessive compression 
force, however applied. At the same time 
it has been observed that the aftercoming 
head is often born with great rapidity’ 
and without ill effect. This is particularly 
the case when an episiotomy has been per- 
formed and the driving force supplied by 
the patient herself. In normal primigravid 
breech labour the foetal shape is pyramidal 
with the base coming first and therefore the 
fully flexed aftercoming head largely es- 
capes compression in its passage through 
the pelvis and is not subjected to decompres- 
sion effects when rapidly delivered. When 
the head has to make its own passage its 
outward thrust is usually in excess of soft- 
tissue tension, and where these tissues do 
not stretch they rupture. Extension of the 
head constitutes a different problem 
because the engaging diameters are brought 
into relation with the comparatively un- 
yielding walls of the bony pelvis, and it is 
in these circumstances that dangerous com- 
pression force is likely to develop. 
Extension of the legs would seem to be 
the rule when the foetus presents by the 
breech in primigravidae and the circum- 
ference of the frank breech, taken at the 
level of the trochanters of the femurs during 
birth, is on the average just about 1 inch 
(2.5 cm.) in excess of the engaging circum- 
ference of the fully flexed head. The frank 
breech is, perhaps, more compressible than 
the head, but even so resistance to the fully 
flexed aftercoming head must be almost 
negligible. The head of the premature in- 
fant is not only abnormally plastic but is 
relatively large compared with the breech 
and it is generally recognized that the 
combination of these factors is responsible 
for the high incidence of intracranial injury 
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when such infants are born with the breech 
presenting. 

This difference between breech and head 
measurements is not in accord with the 
belief of Goethals that the foetus im utero, 
presenting by the breech, is essentially a 
truncated cone with the smaller end passing 
first; nor is there any clear evidence for his 
statement that extension of the arms, or the 
common need for forceps delivery of the 
head, result from failure of the breech to 
dilate the os sufficiently to allow the easy 
passage of the head. Forceps delivery in 
such circumstances would be dangerous 
and technically difficult. His belief may be 
correct in the case of the footling presenta- 
tion which is comparatively rare and 
occurred only once in the writer’s series. 
In the case of the full-time primigravida, 
however, the difference between head and 
frank breech measurements is usually as 
stated above although the breech circum- 
ference tends to diminish more rapidly than 
that of the head as the weight falls below 
7 pounds (3,157 y.). Extended legs not 
only increase the efficiency of the breech as 
a dilator but would seem to reduce the inci- 
dence of prolapsed cord and in the series 
described above this complication was 
never encountered. 

When delivery is left to the natural forces 
arrest of the aftercoming head occurs most 
frequently, in the writer’s experience, 
when the engaging diameters reach the out- 
let and there are several reasons why this 
should be so. With the birth of the trunk 
more or less deflexion of the head is a 
natural consequence of the straightening 
out of the vertebral column, but more im- 
portant still is the sudden diminution in the 
effectiveness of the expulsive effort not 
uncommonly observed. At this level of 
engagement the head is beyond the power 
of the uterine force and quite often the 
stimulus to voluntary expulsive effort is 
reduced or the effort evoked is ineffective. 


A powerful expulsive force will correct the 
tendency to deflexion and it is in these cases 
where it is wanting that resort to traction 
on the shoulders is likely to be made with 
aggravation of the mechanical difficulty. 
Arrest due to failure of the breech to dilate 
the os sufficiently for the passage of the 
head, is, fortunately, rare. If the soft 
tissues offer resistance to the head they do 
so more often because some degree of ex- 
tension is present, because of inco-ordina- 
tion of muscular action during voluntary 
expulsive efforts, or because of spasm due 
to manipulation or light anaesthesia. The 
problem here is to supply the necessary 
force without tension on the neck while 
maintaining the head in flexion and these 
components together constitute the indica- 
tion for forceps. 

While investigating the mechanism of 
moulding of the foetal skull the writer made 
careful measurements of many foetal heads 
(Baxter, 1946a). It is scarcely necessary to 
reproduce here the figures obtained and it 
is sufficient to state that these revealed a 
striking uniformity in the size of the heads 
of all full-time infants between 6 pounds 
(2,722 g.) and g pounds (4,082 g.). Minor 
degrees of hydrocephaly at birth were never 
seen. Itis true that the larger infant usually 
has the larger head but the difference is 
never as great as might be expected. A 
difference of 3 pounds (1,361 g.) in weight 
may be accompanied by a difference of 
+ inch (6 mm.) in any one diameter and a 
difference of 1 inch (2.5 cm.) in the sub- 
occipito-bregmatic circumference. In the 
great majority of infants between these 
weights the suboccipito-bregmatic diameter 
approximates to the biparietal and both 
are, on an average, about 3? inches (9.5 
cm.). It is rare, even in heavier babies, to 
find either of these diameters measuring 
more than 4 inches (10.1 cm.). Thus in one 
series of 150 full-time infants examined at 
birth only 6 had a biparietal diameter of 
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4 inches (10.1 cm.) or more and of these 
the largest weighed g pounds 15° ounces 
(4,506 g.), the smallest 7 pounds 4 ounces 
(3,288 g.), and the average weight for the 
6 was 8 pounds g ounces (3,884 g.). The 
suboccipito-bregmatic diameter is not so 
easily defined and therefore not so accu- 
rately measured. Moreover it is much 
more compressible than the biparietal which 
is not significantly reduced by moulding. 
In this series 14 infants weighed 9 pounds 
(4,082 g.) or more but only 4 of these had 
a biparietal diameter greater than 4 inches 
(10.1 cm.). Over the whole series no 
diameter exceeded 4} inches (10.5 cm.), 
and this would appear to be about the nor- 
mal maximum. These measurements cor- 
respond to those described by Ince when 
determining the relation of body weight to 
the biparietal diameter of the head. Com- 
paring them with those of the average 
female pelvis, it is obvious that the size of 
the normal foetal head can rarely, if indeed 
it can ever be, a factor determining 
dystocia in the conditions of breech 
labour—provided the head engages fully 
flexed. 

It cannot be doubted that the foetal 
weight as it rises above 9 pounds (4,082 g.) 
becomes an increasingly dangerous factor 
in the development of dystocia but chiefly 
because great bulk of the thorax predisposes 
to extension of the arms, and at the same 
time prevents access to them so that they 
cannot be safely dealt with in the time 
available. Here again there is little 
evidence that the size of the head is a 
factor creating difficulty. The head of a 
10 pound (4,536 g.) baby shows, as a rule, 
an increase of about r inch (2.5 cm.) in 
the suboccipito-bregmatic circumference 
and } inch (6 mm.) in the related diameters 
when compared with the average 7 pound 
(3,175 g.) baby but such a difference is well 
within the margin of pelvic safety and such 
a head presenting by the vertex in a multi- 


para would be born without any difficulty 
through a normal pelvis. 


PLASTICITY OF FOETAL SKULL AS A 
FACTOR IN DYSTOCIA. 


The writer has attempted to measure 
plasticity for purposes of comparison by 
recording the response of bone curvature to 
pressure but sufficient material has not 
been available to make this study worth 
while (Baxter, 1946a). The’ few skulls 
examined suggest that when maturity is the 
same the heavier foetus has the more resist- 
ant skull. That there must be an optimal 
plasticity is obvious and the foetus is in as 
much danger or perhaps more, when 
plasticity is greater, than when it is less than 
this optimum. When plasticity is excessive, 
compression of brain tissue can be accom- 
plished more easily by the forces of labour 
and it is well known that this may be the 
mechanism of stillbirth and neonatal death 
following an easy delivery. Neonatal 
death and stillbirth due to birth injury have 
been reported (Holland, 1922) quite fre- 
quently following apparently normal 
labour with vertex presentation and it 
would be strange indeed if they did not 
occur even more frequently for the same 
reason when the breech presents—even 
although labour progresses to spontaneous 
delivery. 

Nature seems to have put more reliance 
on a margin of pelvic safety than on 
plasticity of the foetal skull as a factor 
allowing accommodation of the head 
throughout the pelvis, and this statement 
receives some support from the fact that the 
great majority of foetuses presenting by the 
breech are born alive without any obvious 
moulding of the skull. Infants born of 
multiparae and presenting by the vertex 
rarely show marked signs of moulding, 
and, in individual cases, where there 
was evidence of moulding in the first-born 
infant a subsequent one was quite free from 
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signs of compression. Similarly the writer 
has recently observed a case of twin labour 
in a primigravida where the first-born 
weighed 6 pounds 10 ounces (3,006 g.), the 
second 7 pounds 2 ounces (3,232 g.), both 
presenting by the vertex. The first head 
showed signs of moulding while the second 
was quite unmoulded. The smaller infant 
had a slightly larger head. 

To the foregoing one may add the corol- 
lary derived from the statement not infre- 
quently made, that trial of labour is justi- 
fied in certain cases of contracted pelvis 
because in favourable circumstances a 
sufficient degree of moulding may allow the 
head to descend. It might be nearer the 
truth to say that we have no other way of 
finding out whether or not a margin of 
pelvic capacity is still available in these 
cases, for it is the only certain method 
available to determine the cephalopelvic 
relationship. Spontaneous delivery of a 
living full-time infant with average head 
measurements is not very common if the 
true conjugate is less than 3? inches (9.5 
cm.) and is definitely rare if it is less than 
33 inches (8.9 cm.). When spontaneous 
delivery of a full-time living infant does 
occur in these circumstances it is usually 
associated with head measurements below 
average or membranous sutures wider than 
average and optimal plasticity. Moulding 
may allow some adaptation of the head to 
the bony pelvis in trial of labour but the 
adaptation is a very limited one, is not the 
purpose of moulding and is fraught with 
considerable danger to the foetus. 

These observations lead one to the 
inference that moulding is not a mechanism 
designed by nature to assist the head 
to pass bony obstruction but rather an 
adaptation to the soft tissues, afford- 
ing them a cushion-like safeguard against 
increasing tension and allowing them to 
avoid the torsion stress which would other- 
wise occur during rotatory movements of 


the head. It is the function of the foetal 
skull, in normal labour, to distend the soft 
parts, and, had it been a rigid shell of bone, 
this distension could have been accom. 
plished only at a greater hazard of lacera- 
tion. As it is, the resiliency of the vault 
reduces the magnitude of the distending 
forces to what is just necessary to give the 
required passage, and to give it slowly. It 
provides the cushion effect of a spring or 
buffer. When soft-tissue resistance is ab- , 
normally great and the force powerful, the 
tendency will be towards excessive infold- 
ing of the frontal and occipital bones with 
reduction of the cranial cavity, particularly 
in its antero-posterior measurements 
(Baxter, 1946a) . 

The above observations suggest that 
neither the size of the normal foetal head, 
nor its plasticity are of importance as aetio- 
logical factors in aftercoming head dystocia, 
and that nothing is to be gained by induc- 
tion of premature labour because of breech 
presentation, except in a few carefully 
selected cases of multiparae to avoid a very 
large foetal,bulk. This, of course, is not to 
deny that a small head is an advantage in 
so far that it may negotiate the pelvis in an 
attitude of deflexion, and, in any case, is 
easier to deal with when things go wrong. 
These advantages, however, are out- 
weighed by the dangers of prematurity and 
the fact that in at least 90 per cent of cases 
interference is quite unjustified. The fore- 
going figures suggest that, in the primi- 
gravida with breech presentation, the 
chances are all against either the biparietal 
or suboccipito-bregmatic diameter exceed- 
ing 37 inches (9.5 cm.) and, in addition, 
that when they approach the upper limit of 
normality, which they rarely do, the normal 
pelvis can still accommodate them with 
something to spare. The size of the normal 
foetal head only becomes a factor in respect 
of its attitude and because an extended head 
throws a larger diameter of engagement 
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Fic. I. 
The head is lying transversely, left occipito transverse. Suprapubic pressure 
applied over the occiput in the left iliac region will promote extension. Pressure 
applied over the sinciput in the right iliac region will promote flexion. 


Pic. 2. 
The occiput is directly anterior. Suprapubic pressure as here shown will tend to 
extend the head. 
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Fic. 3. 
The occiput is directly anterior. Upward pressure with the palm of the hand as seen 
here is more likely to flex than the downward or “ suprapubic pressure ’’ as 
illustrated in Fig. 2. 


4. 


Controlled axis traction. The traction handle is designed to record, in 
pounds, the force used (Baxter, 1946b). 
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across the pelvis. It is the disturbance of 
attitude which is the chief cause of diffi- 
culty. The attitude of the head has long 
been recognized as the important factor in 
aftercoming head dystocia, but attitude is 
still confounded with size. 


TECHNIQUE OF DELIVERY IN RELATION TO 
Dystocia. 

Since difficulty only occurred in that 
portion of the writer’s series delivered by 
extraction the method of delivery may have 
been the inimical factor—or rather some 
error in technique during the delivery of 
these particular cases. In 3 of the 6 cases 
the head was extended above the brim, in 
2 it was arrested in the cavity with the long 
diameter lying transversely and in the 
6th case, the only footling in the whole 
series, the head was held up by an imper- 
fectly dilated cervix although, in this case, 
extraction was begun only after the breech 
had been delivered spontaneously. 
Attempts to push the cervix up over the 
head were unavailing and craniotomy was 
preferred to Diihrssen’s incisions because 
the viability of the foetus was in doubt 
before it was decided that one or other of 
these methods must be used. 

It has been urged by those who most 
strongly advocate the more conservative 
method that traction from below is much 
more likely to cause extension of the 
arms and head than when the expulsive 
force is delivered from above by the 
patient’s own efforts, perhaps reinforced 
by suprapubic pressure. The expo- 
nents of extraction do not admit this and 
Goethals writes, ‘‘We believe that a 
methodical deliberate extraction under full 
surgical anaesthesia after the breech has 
passed the cervix does not in any way pre- 
dispose to dystocia of shoulders or head but 
actually makes its occurrence less to be 
feared than under the classical method of 
management.”’ 
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Departure from the attitude of flexion is 
not very infrequent when the head occupies 
the lower pole of the uterus, and a similar 
departure might reasonably be expected 
with even greater frequency when the head 
is in the fundus. Indeed, when the breech 
has been delivered the normal antero- 
posterior flexion of the trunk is undone and 
this straightening out must almost neces- 
sarily be accompanied by some deflexion 
of the head. Complete flexion of the after- 
coming head is not so easily accomplished 
by the natural forces as in the case of the 
forecoming head since the latter is at a 
much greater mechanical advantage in its 
relation to pelvic resistance. 

It is well known that, apart from exten- 
sion and failure to enter the brim, the after- 
coming head may become arrested with its 
long diameter in the transverse of the cavity 
or the outlet, and a deflexed head is the 
usual cause of failure to rotate. Backward 
rotation of the occiput may occur. In these 
occasional deviations the aftercoming head 
resembles the forecoming head, and the 
factors which initiate the departure from 
normal attitude and position are not.always 
apparent. 

Even if we admit the role of bad tech- 
nique as a causative factor in aftercoming 
head dystocia, there is still considerable 
room left for spontaneous aberration of the 
mechanism of breech labour and failure to 
recognize this assumes a perfection which 
is not always found even in the case of 
vertex presentation—where nature meant 
it should be found. Titus believes that the 
obstetrician skilled in extraction is less 
fallible than nature in respect of this 
mechanism. 


SUPRAPUBIC PRESSURE. 

The different methods of dealing with the 
aftercoming head are well known and 
although each of them can be very effective 
on occasion, sooner or later there comes the 
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chastening experience of finding them all 
unavailing. The central factor in any of 
these techniques is derived from the neces- 
sity of obtaining and maintaining head 
flexion, and suprapubic pressure plays 
some part in most of them. Curiously 
enough suprapubic pressure is not usually 
advocated on any mechanical principles, 
and yet there would seem to be need for 
this. 

The foetal head moves at the atlanto- 
occipital joint and the old concept of this 
joint representing the fulcrum of ahead lever 
with a long anterior and a short posterior 
arm gives an excellent mechanical repre- 
sentation, Suprapubic pressure may so fix 
the head that it is incapable of following 
the direction which the forces of labour give 
to it. The head tends to come into the brim 
transversely, particularly when it is 
deflexed, and the Mauriceau technique is 
sometimes used in imitation of this 
mechanism aided by an assistant applying 
suprapubic pressure. If the assistant does 
not know the attitude and exact position of 
the head he is just as likely to make pressure 
over the occiput as the sinciput and so 
maintain extension, or his pressure may 
impinge over the vertex and the head be 
pushed down with the occipito-frontal 
diameter engaging. It would seem, there- 
fore, to be incumbent upon the accoucheur 
to know the position of the head, and should 
he employ an assistant to exert suprapubic 
pressure he should instruct him on which 
side of the pelvis this is most advantage- 
ously made. When the head engages with 
the occiput directly anterior it would seem 
to be sounder technique to make upward 
pressure upon it with the palm of one hand 
and so aid flexion than to make downward 
pressure and so promote extension. The 
danger of powerful suprapubic pressure 
producing intracranial injury has been 
described (Baxter, 1946a). Figs. 1-3 
illustrate these points. 
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Jaw FLEXION AND SHOULDER TRACTION. 


McClintock (1876) in one of his com- 
mentaries on Smellie’s work, writes, ‘‘ It is 
surprising what powerful traction the neck 
of the living or fresh foetus will bear with- 
out sustaining any serious injury. Dr. 
Matthews Duncan has found that the force 
required to decapitate the foetus is on an 
average 120 pounds, but the vertebral 
column gave way when the weight or force 
was about 105 pounds. Dr. Goodell relates 
a case where he extracted a child weighing 
5 pounds 6 ounces upon whose body he 
had exerted a traction force of ‘ not under 
IIo pounds’ and yet the child was born 
alive.’’ One can only offer the criticism that 
Duncan’s experiments give no indication 
of the maximal force which can be exerted 
without injury to the foetus, while the 
success of Dr. Goodell’s case is hard to ex- 
plain if Duncan’s figures are correct. 

So long as the aftercoming head remains 
flexed it meets with a negligible resistance 
to descent in the conditions of normal labour 
but when it becomes extended the diameter 
of engagement is correspondingly greater 
and traction from below inevitably in- 
creases it. In these circumstances com- 
pression force is determined by what 
amounts to disproportion between the foetal 
head and the bony pelvis. If, however, the 
head is forcibly delivered by traction on the 
shoulders foetal death is likely to occur 
from a more immediate cause than com- 
pression between the unyielding limits of 
the bony pelvis. j 

By fixing a sling about the shoulders of 
the full-time stillborn foetus and attaching 
it to a traction handle designed to control 
traction on the forceps (Kig. 4) it was 
estimated that the limit of safe traction force 
on the shoulders was probably between 30 
(13.6 kg.) and 4o pounds (18.1 kg.). The 
use of force greater than this results in 
rupture of blood-vessels in the base of the 
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brain and a “‘ pressure-cone ’’ effect on the 
medulla, although, in this instance, the 
medulla is pulled down rather than pushed 
down into the foramen magnum. It is 
difficult to be sure of pathological effects 
produced by experiments on the stillborn 
foetus even when the cause of stillbirth is 
known not to be due to birth injury, but 
similar lesions together with damage to the 
cervical vertebrae and cord have been 
described by Holland (1922) and Capon 
(1922) in the investigation of causes of foetal 
death during difficult breech labour. The 
writer was unable to produce tearing of the 
septa even by the use of very great force. 
If we accept the estimates of the power of 
the expulsive forces in the second stage of 
labour made by Woodbury, Hamilton and 
Torpin (1938) using the optical manometer, 
the maximal total force is about 46 pounds 
(20.9 kg.), and it would seem, therefore, 
that, when the patient is unable to expel 
the head by spontaneous effort of normal 
magnitude, shoulder traction is unlikely to 
deliver a live infant. 


Forceps DELIVERY OF THE AFTERCOMING 
HEAD. 

It has long been recognized that forceps 
delivery of the aftercoming head has great 
advantages over jaw flexion and shoulder 
traction. It is often stated, however, that 
forceps promote flexion of the aftercoming 
head, but this is only true if the blades are 
accurately applied to the sides of the head 
and the instrument one which allows 
traction in the pelvic axis. When such an 
instrument is so applied the blades grasp 
the long arm of the head lever and traction 
in the axis of the birth canal will produce 
flexion at the fulcrum, i.e. the atlanto- 
occipital joint, with exertion of minimal 
force. An instrument which allows 
only a more or less straight pull on the 
handles or shafts gives a line of traction 
which falls through or behind the atlanto- 
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occipital joint and flexion is produced after 
the head has been pulled hard up against 
the symphysis, the point of contact on which 
the head turns then becoming the fulcrum 
for this particular mechanism (Fig. 5). 
When the axis traction instrument is 
accurately applied dangerous compression 
effects are not likely to develop before trac- 
tion has reached about 70 pounds (31.8 
kg.) (Baxter, 1946b). 

Unfortunately, when the diameter of 
engagement is still above the brim or even 
when it has been brought into the brim, 
accurate application of the blades of the 
forceps in the time available is ex- 
ceedingly difficult and requires general 
anaesthesia. Below this level the blades 
are easily enough applied and _ local 
anaesthesia, including pudendal nerve 
block, sufficient. When soft-tissue resist- 
ance is considerable and expulsive efforts 
poor, difficulty is most frequently experi- 
enced with the head well down and coming 


Fie, 5. 


Forceps applied to the aftercoming head. Flexion 
will be obtained more effectively and with less force 
by traction in the pelvic axis, along AC, than by 
traction in direction AB. The head lever is repre- 
sented by DFE and the fulcrum for this mechanism 


is at F, i.e., the atlanto-occipital joint. With 

traction along AB the line of force falls through 

or behind F. The fulcrum of head movement is 

then at E where it turns on the symphysis, and if 

resistance is greater at D than at E extension will 
produced (see text). 


104 


into the vagina, and in these circumstances 
the forceps can be applied safely and easily 
and without additional anaesthesia. The 
head is usually well flexed and the problem 
is one of overcoming soft-tissue resistance 
as gently as possible without pulling on the 
shoulders, which will cause deflexion and 
further increase the resistance. In the 
writer’s experience of controlled traction a 
pull of 50 pounds (22.7 kg.) or more is 
sometimes required to deliver the after- 
coming head from this level with the for- 
ceps. When the blades are accurately 
applied to the sides of the aftercoming head 
a force of this magnitude is quite safe for 
mother and foetus, although the exertion 
of such a force through shoulder traction 
may result in fatal injuries to the cervical 
spinal cord and base of the brain of the 
foetus before it becomes effective in produc- 
ing descent of the head. 


THE ANAESTHETIC. 


Real mechanical obstruction such as 
occurs with extension of the head above the 
brim usually requires general anaesthesia 
with complete relaxation if it is to be 
adequately and safely dealt with. Exten- 
sion of the arms not infrequently precedes 
extension of the head, and, indeed, the 
manipulations to bring down the arms 
almost necessarily result in some degree of 
extension of the head or increase this, if it is 
already present. This difficulty, in the 
writer’s experience, has been encountered 
more often in multigravidae than in primi- 
gravidae and as stated above was due to 
the large bulk of the foetal thorax. It has 
also been a not uncommon experience in 
cases of extraction following internal 
version. Experiment on the stillborn foetus 
does not substantiate the belief that exten- 
sion of the arms can be prevented by 
controlling rotation of the scapulae. Munro- 
Kerr, it may be noted, advises disengage- 
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ment of the arms when the lower angle of 
the anterior scapula is just about the level 
of the lower margin of the symphysis pubis. 
The advice of Stander to make no attempt 
to take down the arms until the anterior 
axilla is visible has been more useful in the 
writer’s experience and frequently allows 
of the manipulations being made without 
resort to general anaesthesia. Most obstet- 
ticians, who allow spontaneous delivery 
with little more help than local anaesthesia 
and an episiotomy, will make tentative 
efforts to deal with extended arms or head 
so that time may be running very short 
before they decide that general anaesthesia 
is necessary. 


Using ethyl chloride followed by open 
ether 10 minutes or longer may be required 
to obtain relaxation. This stage may be 
reached somewhat sooner with chloroform, 
but the liberal use of this anaesthetic is not 
without danger. No other anaesthetic 
would seem to give the necessary degree of 
relaxation as quickly as chloroform, or 
ether following chloroform or ethyl chloride 
induction. It is possible that quick-acting 
anaesthetics such as cyclopropane or 
sodium penthothal may be useful for the 
induction of anaesthesia in these cases. De 
Normandie (1914) writes ‘‘ I have too often 
seen physicians try to deliver the arms and 
aftercoming head in cases without ether and 
then hurriedly and cruelly clap on the ether 
cone expecting to obtain in a few seconds 
complete relaxation.”’ 


Faced with the necessity of forcing the 
issue or abandoning the foetus to asphyxia 
during induction to allow safer delivery of 
the mother, the writer has occasionally kept 
the foetus alive by introducing an airway 
into the mouth. The airway consists of a 
length of }-inch (12.7 mm.) rubber tubing as 
used for anaesthetic airways. The terminal 


13 inches (3.8 cm.) is curved almost to a 


right angle and is perforated. An oval 
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rubber flange is fixed just behind the curve 
so that pressure on the flange keeps the 
airway in position during induction of 
anaesthesia and prevents inhalation of 
blood and liquor by attempted respiration. 
This airway can be easily introduced if an 
adequate episiotomy has been performed. 
Smooth and continuous respiration has not 
been observed but an occasional heave of 
the thorax has indicated respiratory efforts. 
It does not solve the problem of delivery 
but it at least helps to combat the time 
factor. In evaluating any such method of 
allowing respiration it must be kept in mind 
that although the average foetus succumbs 
to cord compression after 8 minutes, an 
individual foetus may survive compression 
for as long as 20 minutes (Eden and 
Holland, 1940). De Lee advises the intro- 
duction of a rubber tube into the mouth 
when it is accessible and most authors 
recommend retraction of the perineum and 
posterior vaginal wall with swabbing of 
blood and liquor. 


EXTERNAL VERSION. 


It was made clear in its beginning that 
this paper concerned itself with the after- 
coming head as a part of the broad subject 
of breech labour, but it is, perhaps, not out 
of place to make some reference here to that 
important part of antenatal supervision 
which aims at the elimination of breech 
labour from practical obstetrics. When 
external version was first advocated as the 
perfect solution of the problem its expo- 
nents envisaged a time when breech labour 
would be relegated to the obstetrical limbo. 
This ideal, however, has never been 
realized, and never can be, for the diag- 
nosis will sometimes be missed and version 
will sometimes fail. The technique of 
version is well known and there is little need 
to describe it here, although certain funda- 
mental facts connected with it cannot be 
over-emphasized. 
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The diagnosis of breech presentation 
should always raise the question ‘‘ Why a 
breech?’’ It is a malpresentation and 
requires investigation for a causative 
factor. Conditions such as pelvic contrac- 
tion, placenta praevia, hydrocephalus, 
pelvic tumour, readily rise to mind and 
their elimination by thorough investigation 
is a sine qua non to version. In the case of 
pelvic contraction version may still be indi- 
cated to allow trial of labour. 

The best results will be obtained only 
when the. diagnosis is made early—not later 
than the 35th week, although, occasionally, 
version may be successful as late as term. 
In the writer’s experience extended legs 
have been no hinderance to version and 
failure has most frequently resulted from 
immobility of the foetus, this immobility 
itself being due to an apparent insufficiency 
of liquor amnii, or to the bulk of the foetus, 
in which case the diagnosis has usually been 
made late. 

A recent X-ray film shows the exact lie 
of the foetus and the direction which turn- 
ing should take if flexion is to be maintained 
and the diameter of the foetal ovoid re- 
duced by compression between the two 
hands. Turning in the opposite direction, 
however, does not seem to be-productive of 
harmful results. An X-ray examination 
following version helps to avoid the danger 
of allowing the patient to go into labour 
with a more dangerous presentation than 
the breech—a shoulder or brow—since such 
a picture indicates restoration of the breech 
presentation. Experience suggests, how- 
ever, that malpositions seldom follow 
version, and even rarer must be the com- 
plication described by McCullagh (1933). 
Apparently in some cases with extended 
legs, the legs still retain their position rela- 
tive to the head and a foot may come down 
into the pelvis with the head. He believes 
that when X-ray examination after version 
shows the presentation to be a head and 
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also extended legs, the breech should be 
returned to its original position. 

Version is not without danger to both 
mother and foetus. Its performance some- 
times requires deep anaesthesia—a danger 
in itself. Rupture of the uterus is always 
possible, particularly when the patient is 
deeply anaesthetized, while separation of 
the placenta can be an alarming experience 
for both doctor and patient. Premature 
labour and_ stillbirth are occasional 
sequelae. 

External version has been , strongly 
advocated in the past as the procedure most 
likely to reduce the figures for stillbirth and 
neonatal death resulting from breech 
labour. In those schools where the figures 
for breech delivery are comparable, or 
nearly so, with those resulting from normal 
labour, version may be regarded as carry- 
ing a greater risk than breech labour itself. 
For many of us, however, version when it 
can be performed is still the best solution 
of our problem. 


I wish to acknowledge my indebtedness 
to Dr. Ninian Falkiner, late Master of the 
Rotunda Hospital, Dublin, for advice and 
criticism. 

I have also to thank Mr. Lindsay Miller, 
medical student, for the photographs. 
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CHRONIC LYMPHATIC LEUKAEMIA PRESENTING AS 
NEOPLASM OF THE CERVIX UTERI 
LIONEL STEIN, B.Sc., M.B. 
From the Department of Medicine, Postgraduate Medical School of London. 


WINTROBE and Mitchell (1940) point out 
that there is no organ or tissue of the body 
which has not been involved by leukaemic 
infiltration, with or without the production 
of clinical signs and symptoms. Such 
findings occur as a rule late in the disease 
after the diagnosis has been firmly estab- 
lished. While the uterus is a well-recog- 
nized site of infiltration, involvement of the 
cervix does not appear to have been par- 
ticularly mentioned. Kirshbaum and 
Preuss (1943) cite a case of chronic lym- 
phatic leukaemia in which there was infil- 
tration at the base of a cervical erosion. 
The mode of presentation of the following 
case is considered to be rare enough to 
merit reporting. 
Case HIsToRY 

A married woman of 57 was seen at the gynae- 
cological outpatients’ department on 25th May, 
1948. Her presenting complaint was bleeding from 
the vagina since November 1946. The loss had 
been variable and intermittent, and between the 
loss there had been a heavy, slimy discharge. She 
had been losing weight for 2 years. Menarche at 
the age of 15, followed by regular and normal 
periods of 3-4/28 day type, until the menopause 
at the age of 46. She had had 9g full-time normal 
children, the last in 1937, and one miscarriage at 
4 months in 1935. On the basis of the vaginal 
examination carcinoma of the cervix was diagnosed 
with infiltration into the parametrium on both 
sides. However, the woman was coughing and 
febrile and was admitted first to a medical ward, 
where she gave a history of the sudden onset of 
cough with a little whitish sputum 5 days earlier, 
associated with a stabbing pain in the left lower 
chest when she coughed or inhaled deeply. Five 


days previously she had also become very deaf; 
her hearing had formerly been normal. 

The patient was hot and perspiring slightly in 
the flexures; temperature 102.8°F., pulse 104, 
respirations 24. She was not distressed or dyspnoeic 
in bed, but was slightly cyanosed and coughed up a 
little mucopurulent sputum. She was very deaf, 
due to catarrh of the middle ear and Eustachian 
tube. The tongue was moist and slightly furred. 
There was a chain of discrete, small, rather hard 
glands down either side of the neck just in front 
of the sternomastoid. In the left axilla there were 
a few rather small, hard glands and there was a 
smaller one in the right axilla. The inguinal glands 
were not abnormal. 

Respiratory system. There was kyphoscoliosis 
in the upper dorsal region making the right side of 
the chest appear fuller than the left. Movement on 
the left side was diminished. The percussion note 
was impaired in the lower half of the chest 
posteriorly, and in this area there were tubular 
breathing, coarse crepitations, increased vocal 
fremitus and resonance and whispering pectori- 
loquy. There was no friction-rub audible. 

‘Cardiovascular system. The apex beat was 3% 
inches from the midline in the 5th interspace; soft 
blowing systolic murmur at the apex. There was 
an arrhythmia which electrocardiography showed 
to be due to sinoauricular block. Blood-pressure 
104 / 60. 

Abdomen. The liver was palpable 2-3 fingers- 
breadth below the costal margin; firm, not tender. 
The tip of the spleen was palpable. 

Central nervous system and fundi. Normal. 

Urine. Normal. 

There was no evidence of bleeding from any 
source other than the vagina. 

Vaginal examination. Cervix large, small 
nodular excrescences on both lips, perhaps not as 
hard as one would expect in carcinoma of the cervix. 
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{n addition there was a urethral caruncle the size 
of a cherry. 

Blood count. Red cells, 3.7 million per c.mm.; 
Hb. 12.4 g. (84 per cent); colour index, 1.1.; reti- 
culocytes, 1.7 per cent; white cells, 90,000 per 
c.mm.; polymorphs, 9 per cent; lymphocytes, 91 
per cent. 

The majority of the lymphocytes were small 
forms, with a few primitive nucleolated types. 
Appearances suggested the early stage of chronic 
lymphatic leukaemia. Platelets were not reduced 
in numbers. Red cells were virtually normal. 

Sputum. 28th May, 1948. Culture gave a pro- 
fuse growth of mainly diphtheroids, Strep. pneu- 
moniae and haemolytic streptococci not belonging 
to Lancefield’s Groups A, B, C, or G. 

X-ray of chest, 25th May, 1948, showed kypho- 
scoliosis with concavity to the left side and con- 
solidation of left middle and lower zones. 

Progress. The patient was given penicillin, 
30,000 units, intramuscularly, 3 hourly, starting 
on 25th May, 1948, and continuing for 5 days. On 
the 26th she was looking much better, her tempera- 
ture had become normal and has remained so. 
With inhalations the hearing improved, but deaf- 
ness still remained. Bone-conduction is normal, 
but air conduction is diminished on both sides. 
With Weber’s test there is reference to the right 
ear. The chest signs cleared slowly, and examina- 
tion by X-rays on 16th June showed complete 
resolution. 

Bone-marrow biopsy. 1st June. Lymphocytes 
of various stages of maturity predominate, but 
occasional nucleated red cells of normal type and a 
few myelocytes and rare megakarocytes show that 
some marrow at least has been withdrawn, and that 
erythropoiesis, granulopoiesis and thrombocyto- 
poiesis are continuing. Of the nucleated cells 85 
per cent are lymphocytes, the majority being 
mature non-nucleclated forms. This picture 
suggests lymphatic leukaemia of a chronic type. 

The provisional diagnosis of lymphatic leukae- 
mia having thus been confirmed, the possibility 
that the cervical lesion was also due to leukaemic 
infiltration was entertained, and on 4th June 
cervical biopsy was done. 

Biopsies. S/ 48/846, S/48/940 (Dr. Lennox). 

The material from 2 biopsies show essentially 
similar lesions, although in the first the mucosa 


is absent and the cytology is obscured by fixation- 
artefact. The mucosa in the second specimen is 
entirely squamous and no endocervical glands are 
present. 

The connective tissue of the cervix is densely and 
uniformly infiltrated with lymphocytes; in most 
areas the immediate subepidermal zone is spared, 
but here and there the epidermis is reached and 
occasionally it is invaded. There is no trace of 
follicular arrangement in the infiltrate. It consists 
chiefly of small dark-staining lymphocytes, but 
there is a considerable background of large ill- 
defined cells with large, pale, rounded nuclei and 
large nucleoli. These must be reticular cells or 
lymphoblasts and, without knowing the condition 
of the blood, one would probably have called the 
condition a lymphosarcoma. No mitoses are seen. 
The capillaries contain many marginated poly- 
morphs; only in a few larger vessels is it possible 
to recognize that lymphocytes are in excess in the 
circulating blood. 

The appearances are those of chronic lymphatic 
leukaemic infiltration. 


SUMMARY 


A woman aged 57 presented with vaginal 
bleeding. Vaginal examination suggested 
carcinoma of the cervix. She was found 
to have chronic lymphatic leukaemia, and 
biopsy of the cervix subsequently showed 
that the cervical lesion was due to leukae- 
mic infiltration. 

I am indebted to Dr. Russell Fraser for 
permission to report this case, and for his 
encouragement. My thanks are due to 
Doctors J. V. Dacie and B. Lennox for 
their reports on the bone marrow smears 
and the biopsy sections, respectively; to 
Dr. L. Walter for the biopsies, and to Mr. 
E. V. Willmott, F.R.P.S., for the photo- 
micrographs. 
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Fic. 2. x 580. 
Cervix uteri. Showing infiltration in chronic lymphatic leukaemia. 
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THE TWELFTH BRITISH CONGRESS OF OSSTETRICS 
AND GYNAECOLOGY, 6th, 7th and 8th JULY, 1949 
To be held in the Friends Meeting House, Euston Road, London, N.W.1. 


President: StR EARDLEY HOLLAND. 
Hon. Secretaries: A. JOSEPH WRIGLEY and IAN JACKSON. 


58 Queen Anne Street (Royal College of Obstetricians and Gynaecologists), 
London, W.tr. 


Wednesday, July 6th. 


Morning Session, 10 a.m, (Chairman: THE PRESIDENT). 
The Congress will be declared open by the Minister of Health. 


‘* Modern Caesarean Section.’’ Introduced by Mr. C. McIntosh Marshall (Liverpool). 


Afternoon Session, 2.0 p.m. (Chairman: PRoFessor Lioyp). 
(1) Guest Paper (‘‘ Endometriosis ’’). Dr. Joe Meigs (Boston, Mass.). 
(2) ‘* The Methods of Assay and Clinical Significance of Pregnanediol in the Urine.’’ 
Introduced by Professor C. F. Marrian (Edinburgh) and Dr. G. I. M. Swyer 
(London). 


8.45 p-m. Reception by the President and Council of the Royal College of Obstetricians 
and Gynaecologists at the University of London, Bloomsbury, W.C.1. 


Thursday, July 7th. 
Morning Session, 10.0 a.m. (Chairman: Str WILLIAM GILLIATT). 
‘* Essential Hypertension in Pregnancy.’’ Introduced by Professor George W. Pickering 
(London) and Professor F. J. Browne (London). 


Afternoon Session, 2.0 p.m. (Chairman: Dr. JOHN HEwIrt7). 
(1) ‘* The Management of Pregnancy in Diabetics.’’ Introduced by Mr. John H. Peel 

(London) and Dr. W. G. Oakley (London). , 

(2) ‘‘ Hernia of Pouch of Douglas.’’ Introduced by Mr. Charles D. Read (London). 


8.0.-10.30 p.m. Reception by the President of the Congress at the Zoological Gardens by 
courtesy of the Council of the Zoological Society of London. 


Friday, July 8th. 
Morning Session, 10.0 a.m. (Chairman: PROFESSOR O’DonEt T. D. BRowne). 
‘* Modern Concepts in Diagnosis, Treatment and Prognosis of Carcinoma of the Uterus.’’ 
(1) ‘* The Diagnosis by Vaginal Smear.’’ Dr. J. E. Ayre (Montreal). 
(2) * Pre-Cancerous Cellular Changes in Carcinoma of the Cervix.’’ Professor Gilbert I. 
Strachan (Cardiff). ; 
(3) ‘* Prognosis based on Biopsies.’” Mr. Glucksmann (Cambridge). 
(4) ‘* The Operation of Pelvic Exenteration.’”? Dr. Joe Meigs (Boston, Mass.). 


A Discussion will follow each Paper. 


Afternoon Session, 2.0 p.m. (Chairman: Dr. E. CHALMERS FaHmy). 
Discussion on Maternal Mortality. Introduced by Sir William Gilliatt (London). 


7.45 p-m. Congress Banquet in Guildhall. 


Owing to the difficulties that exist at the present time in arranging hotel accommoda- 
tion, travel, etc., will all those who hope to attend please apply as soon as possible to 
A. J. Wrigley, F.R.C.O.G., Hon. Sec., 58 Queen Anne Street (Royal College of Obstet- 
ricians and Gynaecologists), London, W.r. . 
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BOOK REVIEWS 


‘** The Queen Charlotte’s Textbook of Obstetrics.” 
By Members of the Clinical Staff. (Seventh 
edition. 28s.) London: J. & A. Churchill, Ltd. 

In publishing, as in other fields, the name of 
Churchill is one with which to conjure. That of the 
Queen Charlotte’s Hospital is equally famous. The 
authors of this edition, whilst too modest to allow 
their names to appear on the exterior of the volume, 
have permitted the publishers to display a list on 
the title page. They make up a distinguished team 
of 8 obstetricians and gynaecologists reinforced 
by 5 colleagues equally respected in their own 
specialties. On the opposite page is the frontis- 
piece, in which the piquant profile of Queen 
Charlotte, with her neatly shingled head, is turned 
towards the list of those who have contributed to 
the textbook, as though she accorded them the 
benefit of her benign supervision. Her spirited 
team has pulled together well, for there is very little 
repetition, and the chief indication of the multitude 
of authors is the variation from section to section 
of the literary style. 

A foreword gives a brief account of the history 
of the Queen Charlotte’s Hospital (with illustra- 
tions of the New Building, and of its predecessors) 
after which the text deals in succession with 
Development and Anatomy; Normal and Abnor- 
mal Pregnancy; Normal and Abnormal Labour; 
Normal and Abnormal Puerperium; Obstetric 
Operations; the Baby; and with a Miscellaneous 
Section. The last named includes an account of 
the Rh Factor and a consideration of the use of 
Radiology in Obstetrics. The general content of 
each of these sections is clearly written and 
accurate. The chapter on Pyrexia in the Puer- 
perium is amongst the most satisfactory in the 
book, and it is good to see the careful attention 
devoted to the pathology of puerperal sepsis, which, 
in view of the brilliance of modern therapy, 
occasionally receives somewhat stepmotherly treat- 
ment in teaching. The Paediatric Section is par- 
ticularly readable and informative, and a model of 
compressed prose. 


The faults of the book are mainly those of over- 
compression. This is combined with an irritating 
absence of a bibliography. It is perhaps unfair to 
attack any individual section for this fault, for 
nearly all contain many eponymous references, 
without indication of the source of the quotations, 
The reviewer noticed but one reference to a 
Journal, in the section dealing with diet in 
toxaemia of pregnancy. Incidentally, this reference 
is not correct. 

There is need for an increase in the number of 
illustrations. For example, it is hardly possible for 
the student to follow the extremely brief des- 
cription of the cyclical changes in the endometrium 
entirely without the aid of microphotographs or 
diagrams; the method of measuring the diagonal 
conjugate diameter, and the methods associated 
with the names of Miiller and Munro Kerr for 
estimating disproportion are described verbally, 
but surely merit some pictorial demonstration; the 
process of asynclitism, and the relative importance 
of the biparietal and super-subparietal diameters 
cannot be appreciated clearly by the student solely 
from the author’s prose. 

The section on malpresentation is weakened 
by a failure (except in the case of breech 
presentation) to make detailed reference to 
maternal and foetal prognosis, on which the 
records of the hospital should be able to shed 
useful light. Under management of breech presen- 
tation, the method of dealing with the after-coming 
head recommended on page 273 is similar to that 
described by Burns in this Journal in 1934, but 
lacks his clear insistence of the. need to preserve 
gentle traction when ‘‘ grasping the baby’s legs 
just above the ankles and lifting the body upward 
towards the mother’s abdomen.’’ This is a serious 
fault, and the cautionary mention of danger to the 
cervical spine (with which the* paragraph closes) 
is not enough to remedy it. Incidentally, the 
reference to a diagram (Fig. 155) at this point is 
unsatisfactory, since this figure shows the classical 
Prague seizure, with which the text does not deal. 
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The section on Abnormal Pregnancy has a 
chapter headed ‘‘ Albuminuria, Eclampsia, and 
other forms of Toxaemia’’. It is interesting to 
compare this chapter with the section entitled 
‘Albuminuria of Pregnancy and Eclampsia,’’ in 
Mr. Gibberd’s Short Textbook of Midwifery pub- 
lished in 1947 by Messrs. Churchill. The parallel 
arrangement of the two makes it possible to make a 
reasonable guess as to the identity of the author of 
this section in the Textbook presently under review. 
It is satisfactory to note that the Queen Charlotte’s 
Textbook makes it quite clear that in the authors’ 
opinion there is ‘‘ indisputable evidence ’’ that 
chronic nephritis ‘‘ rarely, if ever, results’’ from 
pregnancy toxaemia. Mention is made of the 
occurrence of symmetrical cortical necrosis of the 
kidneys in ‘‘a toxaemia associated with a con- 
cealed accidental haemorrhage.’’ It is unfortunate 
that there is not any other reference in this chapter 
to this association, which might at least have been 
discussed under ‘‘ Dangers to Mother” on page 
139. It is true that in the chapter on Antepartum 
Haemorrhage the situation is clarified by the use in 
sub-classification of a Clarendon type heading 
“Toxaemic Antepartum Haemorrhage’’; but in 
this section it is a weakness that there is no cross- 
reference to symmetrical cortical necrosis and no 
reference in the clinical description of concealed 
accidental haemorrhage to the lower nephron 
syndrome, although ‘‘ necrosis of the cells of the 
convoluted tubules ’’ is mentioned under pathology. 

In placenta praevia the authors do not feel justi- 
fied in the abandonment of the terms ‘‘ marginal ”’ 
and ‘‘lateral’’ (the illustration of a marginal 
placenta praevia on page 318 is incorrectly so 
titled), but they record F. J. Browne’s suggestions 
for re-classification. Treatment is firmly discussed, 
without reference to the vaginal pack (although this 
is mentioned under operative obstetrics). Rather 
curiously the delayed management of suspected 
placenta praevia is dealt with under remote prog- 
nosis (pp. 324-325). In this position it hardly 
receives the merit which it deserves as a possible 
choice in the acute practical problem of the newly 
admitted case of antepartum haemorrhage. 

The section on Obstetric Operations is adequate 
for the undergraduate student. It might have been 
better to avoid reference to Kielland’s forceps, or 
at least to refrain from describing the use of the 
instrument for the head at the brim. The text 


makes it quite clear that the authors do not 
recommend its general use. 

In the preface to this edition it is stated that 
‘* the whole book has been revised to bring the text 
into line with the methods of Obstetrics as practised 
at Queen Charlotte’s Hospital to-day.’’ It is solely 
in as far as this attempted revision has succeeded 


that the Textbook is of value to the senior student, 


for as a work of general reference its appeal is 
limited. There is no doubt that its popularity with 
undergraduates will be as high as in the preceding 
editions. 


‘“ Recent Advances in Obstetrics and Gynae- 
cology.’” By A. W. Bourne and L, H. 
(Seventh edition, price21s.) London: 
J. & A. Churchill, Ltd. 


Tue latest edition of this well-known work con- 
tains many changes. An entirely new chapter on 
the anaemias of pregnancy by Professor L. J. Davis 
has been added, whilst the chapter on ovarian 
tumours has been omitted. The work of Glucks- 
mann and others on the effect of irradiation on the 
cancer cell and the present-day knowledge of the 
rhesus factor are described in detail. 

Considerable space is given to the physiology of 
pregnancy and to the use of radiology in obstetrics. 

The treatment of carcinoma of the cervix by 
irradiation is described at great length as in pre- 
vious editions. It is to be regretted that the 
authors have not thought it worth while to devote 
more than a few lines to the early diagnosis of this 
disease. 

The whole text is clear, concise and well-illus- 
trated. The book is particularly recommended to 
postgraduate students and general practitioners 
who wish to keep abreast of modern trends and 
developments in obstetrics and gynaecology. 


‘‘ The Mechanism of Abdominal Pain.’’ By V. J. 
KINSELLA. (Price 32s. 6d.) Sydney: Australa- 
sian Medical Publishing Co. Ltd. 


Tue frontispiece of this book is a facsimile of part 
of a letter written to the author by the late Sir 
James MacKenzie, and the first chapter gives a brief 
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but interesting historical outline of some aspects of 
the problem arid includes reproductions of plates 
illustrating the nervous system published by 
Vesalius, Eustachius and Willis. Perhaps the most 
important contribution in this chapter is the proof 
that both Gaskell and Langley, contrary to general 
belief, recognized that afferent sensory nerves 
travelled in sympathetic pathways. 


Mr. Kinsella’s main thesis is that pain arises in 
the intestines and viscera, and that referred pain 
has a very different explanation from that which is 
generally accepted. He contends that relatively 
few nerves are distributed over the wide area of the 
intestines and that it is only when they are com- 
pressed by oedema, the result of inflammation, that 
a sufficient stimulus is provided to provoke pain. 
He further allows that strong muscular contractions 
may be a factor in causing intestinal pain. 


Mr. Kinsella denies the possibility of regarding 
pain arising in the gastro-intestinal tract in terms 
of body segmentation, affirms that cutaneous 
hypoaesthesia often occurs as the result of visceral 
disease, and attempts to explain cutaneous 
hyperaesthesia and referred pain on a_neuro- 
humeral basis. He postulates an I.F. (irritable 
focus) substance analogous to Lewis’s ‘‘ Factor P.’’ 
In developing this concept he travels over a wide 
field, and remarks that the pain periods of peptic 
ulcer ‘‘ serve to remind us of the great and 
mysterious cosmic forces which influence all things, 
animate and inanimate alike.’’ 


Of the actual observations he has recorded the 
fo lowing may be noted: 
1. That clamping colostomy and_ illeostomy 
spurs may cause pain. 


2. That gastric and duodenal ulcers exposed at 
operation under local anaesthesia may be 
exquisitely painful to touch. 


3. That whereas the ordinary appendix may be 
handled without causing pain, the inflamed 
appendix is sensitive if it is laid on the hand 
and compressed in its whole length by the 
fingers of the other hand. 


4. That pain thus provoked in an inflamed 
appendix is usually referred to the mid-line 
of the body above the umbilicus, and to the 
same area as pain produced by ligating its 
mesentery. 


Too much of the book is devoted to arguments 
based on unproved premises and valuable original 
observations would appear to be scattered indis- 
criminately through the chapters. It is, however, 
well worthy of study, not only because it contains 
information which is not readily accessible; and 
reviews much of the relevant literature, but also 
because it illustrates the fact that most of the con- 
fusion which surrounds the problem of visceral pain 
is due to the failure of observers to make any 
attempt to standardize the conditions of their 
observations and experiments. Clinical research 
is difficult, and analysis must precede synthesis. 
Mr. Kinsella has drawn attention to the problems 
even if he has solved none. 


Epithelia of Woman’s Reproductive 
Organs.’’ By GreorGE N. Papanicoraou, M.D., 
HERBERT F. Traut, M.D., and ANDREW 
Marcuett, M.D. (Pp. 53, 21 colour illustra- 
tions, price 55s.). Commonwealth Fund: 
Geoffrey Cumberledge. 


THIS monograph is the result of 10 years study of 
the epithelia of the genital tract. The aim is the 
description, interpretation and correlation of the 
cell-changes of the epithelium of each portion of 
the genital tract at the various phases of the men- 
strual cycle and in pregnancy. 

The book is excellently produced, contains 21 
colour illustrations, and the cell changes are sum- 
marized graphically in a large, carefully prepared 
chart at the end of the volume. The study entailed 
painstaking analysis of parts of the genital tract of 
233 women of various ages removed at operation, 
and over 10,000 vaginal and 500 endocervical and 
endometrial smears. The authors must be con- 
gratulated on their perseverance alone. 

The changes in the ovary, Fallopian tube, endo- 
metrium, cervix and vagina are described in 
separate chapters and the views expressed are those 
generally accepted by gynaecologists. Any varia- 
tion from the accepted changes are supported by 
histological findings. Various changes in the appear- 
ance of exfoliated vaginal cells are recapitulated 
for those unfamiliar with this method of assessment 
of vaginal and cervical cyclical activity. 

Correlation of histological findings reveals that 
cell alterations occurring in the lining epithelium 
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are such as to facilitate the transport of the ovum 
to the endometrium and of the spermatozoon to 
the ovum. 

This monograph is worth a place in the reference 
library of all gynaecological pathologists. There is 
a large bibliography. 


“ Midwifery.’’ By TEN TEACHERS, under the direc- 
tion of Clifford White, M.D., B.S., F.R.C.P., 
F.R.C.S., F.R.C.0.G. (Pp. 560; illustrated. 
Price 20s.) London: Messrs Edward Arnold 
and Co. 


Tue eighth edition of this popular standard obstet- 
ric textbook is welcome. It represents orthodoxy, 
and does not attempt to introduce the more 
modern controversial views of its subject. This 
will be appreciated by the medical undergraduate 
but will disappoint the postgraduate trainee- 
specialist. 

There are a few points with which other obstet- 
ricians would disagree, such as the continued use 
of Credé’s prophylaxis for the eyes of the newborn 
and the omission of the methods of early detection 
of thrombophlebitis and the treatment of the 
established condition with anticoagulants. These 
are but minor criticisms. More statistical details 
would certainly assist in appreciation of the steady 
advance made in the management of obstetrical 
complications and the reduction of both maternal 
and foetal morbidity and mortality. 

The book is well produced and adequately illus- 
trated. It is to be recommended to the medical 
student who desires a readable textbook. 


“A Pocket Gynaecology.’’ By S. G. CLayTon, 
M.D., M.S., F.R.C.S., M.R.C.O.G. (Pp.111, 
illustrated, price 7s. 6d.). London: J. and A. 
Churchill, Ltd. 


It has become customary to condemn the publi- 
cation of these small summaries during the past 
decade. It must be understood that these books 
are written for the specific purpose of revision for 
the final year medical student and are in no way 
intended to replace the standard textbook or good 
clinical instruction. This pocket gynaecology 


fulfils its aim in regard to medical students but has 
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a more limited value to the general practitioner. 
It is well written and contains all the essential facts 
concerning gynaecological problems and _ their 
treatment. A separate chapter on the symptoma- 
tology and another on treatment are advantageous. 
No doubt this will prove very popular for those 
for whom it is intended. 


“‘ Trichomonas Vaginalis and Trichomoniasis.’’ By 
Ray E. Trussett, M.D., State University of 
Iowa. (Pp. 277, illustrated. Price 30s.). Oxford : 
Blackwell Scientific Publications, Ltd. 


Tuts book represents a detailed critical review of 
its subject. The author states in his preface: 
‘this presentation is neither the final word in 
trichomonas studies nor is it the answer to the 
clinician’s prayer for a perfect therapeutic agent 
for vaginitis. It is intended to serve as foundation 
for more constructive research efforts in the 
future.’’ By an exhaustive investigation into the 
literature coupled with reasonable comments Dr. 
Trussell has achieved his object. 

The book is divided into three parts. The first 
deals with Trichomonas Vaginalis and _ allied 
protozoa and describes their morphology, growth, 
culture, biochemical activities and the various 
experiments carried out to determine the effects 
upon them of physical and chemical agents. A 
comparison between various forms of Trichomonas 
is made. 

Part II is concerned with Trichomonas infection. 
Sites and sources of infection are discussed. The 
literature suggests that sexual intercourse is a main 
method of transmission and that the paraurethral 
glands, Bartholin’s glands and the urinary tract 
are the main sources of reinfection. Lines of 
investigation of unexplored sites are indicated. 

The treatment is reviewed in detail in Part III. 
No specific remedy has been produced and study 
reveals that of the mass of therapeutic agents 
employed few are supported by carefully controlled 
clinical trials. 

Research so far suggests that the restoration of 
the normal vaginal flora with eradication of all 
the protozoa from common sources of reinfection 
offer the best line of attack. Large numbers of 
therapeutic agents are mentioned together with 
some evidence of their efficacy. 
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The book is adequately illustrated and contains 
an extensive bibliography of 1,586 references. 

All investigators into Trichomonas infections will 
receive invaluable aid and advice from this book. 


“* Obstetrics and Gynaecology: A Synoptic Guide 
to Treatment.’’ By B. M. W. Dossi, M.A., 
M.B., F.R.C.S., D.M.R.E. (22 illustrations, 
price 20s.) London: Lewis & Co. Ltd. 


THIs is a most useful guide to the sound practice 
of obstetrics and gynaecology. It will be read with 
interest by very many general practitioners because 
it describes in detail the practical problems of 
domiciliary and hospital practice. 

Within the compass of 358 pages a successful 
attempt is made to give a synopsis of safe lines of 
treatment for all the common conditions with which 
the practitioner is called upon to deal, 

At the same time the book includes sufficient 
general discussion and statistics founded on the 
author’s own experiences to interest specialists. 

In every chapter the psychological aspect is 
wisely emphasized. Two very good chapters 
entitled ‘‘ Telling the patient,’’ offer suggestions 


as to what should be explained to the patient in 
order to secure her intelligent co-operation and 
prevent her being terrified by the tales told by her 
friends. Another chapter is concerned with the 
education to be given to patients about puberty and 
menopause. 

Hints on prevention are given in an interesting 
way in the sections on Antenatal Care and Post- 
natal Care, Eclampsia, Hypertension, Postpartum 
Haemorrhage and Prolapse. 

Gynaecological symptoms are logically and 
thoroughly dealt with and the chapters on Dys- 
pareunia and Sterility are particularly helpful. 

The most dramatic portions of the book are the 
chapters on ‘‘Common Errors in Obstetrics and 
Gynaecology,’’ and on ‘‘ Failed Forceps,’’ but the 
inclusion of chapters on the ‘‘ Use and Abuse of 
Radiotherapy in Gynaecology,’’ on ‘‘ Contracep- 
tion,’ the ‘‘ Rhesus Factor in Obstetrics,” 
‘‘ Sedatives and Analgesics,’’ and on ‘‘ Domicili- 
ary Midwifery: Normal and Abnormal,” show the 
width of the field covered. 

The book as a whole may be commended for 
inclusion in the libraries of students, practitioners, 
and even teachers. 


1a al 
01 
M 
B 
ar 
te: 
ar 
SI 
an 
wi 
Zc 
of 
‘ 
sti 
Or 
m: 
tu 
tu: 
mé 
ge 
He 
pr 
in 
ass 
rec 
res 
gel 
poi 
ses 
hor 
an 
the 


REPORTS OF SOCIETIES 


A meeting of the North of England Obstetrical 
and Gynaecological Society was held in Manchester 
on Friday, 8th October, 1948, with the President, 
Mr. J. E. Stacey, in the chair. 


Miss A. M. Hain (Manchester) described : 
An Unusuat oF SEXUAL PRECocITY. 


The case was one of Professor Macafee’s of 
Belfast, and Dr. Hain had carried out the hormone- 
analyses. The patient, a girl of 8 years, had had in- 
termittent uterine bleeding, mammary enlargement, 
and growth of axillary and pubic hair for 2 years. 
She was found to have a large abdominal tumour 
and also ascites. The excretion of 17-ketosteroitls 
was only slightly above normal, but the Aschheim- 
Zondek test was strongly positive. After removal 
of the tumour an excessive secretion of follicle- 
stimulating gonadotrophin persisted for 3 months. 
On section the tumour proved to be a dysger- 
minoma. Photographs of the child and of the 
tumour were shown. Dr. Hain reviewed the litera- 
ture regarding sexual precocity and dysgermino- 
mata and pointed out that these tumours were 
generally accepted as having no endocrine function. 
However, there was 1 other case recorded in which 
a dysgerminoma had been associated with sexual 
precocity which was to some extent heterosexual 
in type. A positive Aschheim-Zondek test in 
association with a dysgerminoma had also been 
recorded. 

The possibility of sexual precocity being the 
result of granulosal elements included in the dys- 
germinoma had been considered but none could be 
found after a careful search of many sections. 

The President commented on the case and 
pointed out the value and interest of hormone analy- 
ses in such conditions. Dr. Emil Novak (Baltimore, 
U.S.A.) emphasized that the majority of cases of 
homosexual precocity are constitutional in origin 
and are not caused by any pathological lesions in 
the endocrine system or midbrain. He thought it 
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possible that the association of the tumour and 
precocity in the case described was coincidental, 
especially as the signs of precocity, including 
uterine bleeding, had persisted after removal of the 
tumour. 

Dr. C. Scott Russell (Manchester) described a case 
of 


CERVICAL DystTocIA TREATED BY INCISION OF THE 
CERVIX. 


A 23-year-old primigravida had been in labour 
4 days and in spite of good pains the cervix was 
only two-thirds dilated. The foetal head was low 
in the pelvis and in the left occipito-transverse 
position. There had not been any response to 
sedatives and anti-spasmodics and it appeared that 
the cervix itself, which felt like a tight fibrous ring, 
was the barrier to delivery. Under pentothal anaes- 
thesia and under vision three half-inch incisions at 
2, 10, and 6 o’clock were made into the cervix. It 
cut like cartilage. The cervix immediately re- 
tracted and the head descended. Spontaneous 
delivery of a live child occurred 2 hours and 40 
minutes later. The incisions were not sutured, but 
when the patient left hospital they appeared only 
as superficial grooves on the external os. Dr. Scott 
Russell suggested that there is perhaps a wider place 
for this operation (uncombined with. forceps appli- 
cation) but considered that it should only be carried 
out when the following conditions are satisfied: - 
(i) primigravida; (ii) cervix completely taken up; 
(iii) cervix at least half dilated; (iv) cervix felt as a 
rigid barrier closely applied to the foetal head; (v) 
labour prolonged; (vi) no indication for immediate 
delivery; (vii) head at the level of or below the 
ischial spines and a deep sulcus between cervix and 
vagina; (viii) cervical rigidity not caused by 
previous disease or operation. 

The President mentioned 2 cases of cervical 
dystocia, 1 in which the foetal head still covered 
by incompletely dilated cervix had been born 
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through the vulva. Mr. Wigley (Chester), Mr. J. 
Hunter (Newcastle), Mr. Racker (Manchester), 
Mr. S. B. Herd (Liverpool) and Dr. Redman 
(Manchester) all described several similar cases and 
in general agreed that there is a place for cervical 
incision. Dr. Scott Russell replied, pointing out 
that the length of incision depends on the extent 
to which the cervix is already dilated. 

Professor Emil Novak (Baltimore, U.S.A.) gave 
an address on 


EARLY AND PRECURSORY STAGES OF CERVICAL 
CANCER. 


In introducing the subject he pointed out that in 
the U.S.A. 18,000 women died from cancer of the 
uterus last year. Until the cause and cure for 
cancer are discovered, the chief hope of reducing 
the death-rate lies in early diagnosis of established 
disease and the detection of precursory lesions. 

All branches of medicine and science are now 
marshalled in the cause of cancer research. Al- 
though there are as yet no dramatic advances to 
report, certain generalizations can be made. In the 
first place, it is agreed that a cancer is a body- 
cell which has ‘‘ gone wrong ’’ and has assumed a 
different and uncontrolled form of life. In this 
change heredity is an important factor, and this 
is borne out by animal breeding experiments and 
by human studies. It would appear that as far 
as the development of malignant disease is con- 
cerned, there are 3 classes of individuals: (i) Those 
whose inherent predisposition is so strong that they 
are predestined to suffer cancer irrespective of any 
other circumstances, (ii) Those in whom the pre- 
disposition is less well developed and who require 
exciting factors before the growth develops. There 
may be many exciting factors, but so far as the 
uterus is concerned the possibilities are injury, in- 
fection, and oestrogenic hormones. (iii) Those who 
do not have any predisposition to the disease, and 
who will never develop cancer even when exposed 
to those activating factors which determine the 
onset of the disease in class (ii). 

The relation of oestrogens and carcinoma is a 
difficult one. Judging by the well-known effects of 
these hormones it is reasonable to suppose that they 
might cause cancer in susceptible women but it 
could only operate in respect of the breast, uterus, 
vagina and vulva. In reviewing:experimental work 
on the production of breast cancer with oestrogens, 


Professor Novak pointed out that this disease had 
only been produced in mice, and the results had 
been negative so far as all other species are con- 
cerned. Cervical changes in animals following the 
administration of oestrogens were also reported and 
it was of interest to note that these could be pre- 
vented by giving progesterone. Progesterone 
would appear to have some protective action so 
far as the carcinogenetic effect of oestrogen is con- 
cerned. Although a study of biological hormonal 
effects and of the pathology of uterine carcinoma 
should make one hesitate to employ oestrogen 
therapy in the presence of a pre-cancerous lesion, 
or in a woman with a strong family taint of malig- 
nant disease, yet Professor Novak did not know of 
a single case in which oestrogens had been shown 
to have been the cause of cancer in women. 


Professor Novak next proceeded to discuss some 
pathological features, paying particular reference 
to pre-cancerous lesions. Leucoplakia of the cervix, 


a condition first recognized and described as a | 


result of colposcopic studies by Hinselmann, is now 
generally accepted as not predisposing to malig- 
nant change. The most important lesion is intra- 
epidermal carcinoma, alternatively known as 
Bowen’s disease or carcinoma in situ. In this the 
cells of the epidermis take on malignant characters 
but the condition may remain localized for many 
years, ultimately to break through the basement 
membrane to:assume typical malignant characters. 
In his experience Professor Novak said that when 
this condition was found in one part of the cervix 
then it was common to find fully established car- 
cinoma in another part, provided a thorough search 
was made. Nevertheless, routine and careful 
examination of cervices for this lesion should make 
it possible to find and treat this condition while it 
is localized. Amputation of the cervix is probably 
sufficient to deal with it adequately, although in 
his clinic total hysterectomy was usually carried out 
—partly for the purpose of having all the material 
for study and research. Another change in the 
cervix which may be significant is unusual activity 
of the basal cells of the epidermis. This may be 
a reaction to a hormonal stimulus. Such a change, 
and even pseudo-malignant features, are to be seen 
in the cervix sometimes during pregnancy. They 
are reversible and may well be associated with the 
profound hormonal changes in pregnancy. 
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REPORTS OF SOCIETIES 


In regard to the early diagnosis of malignant and 
pre-malignant states, Professor Novak referred to 
the newer techniques. The Schiller test with iodine 
has little application, since it indicates merely the 
site of pathological change and not its nature. 
Vaginal-smear studies are in vogue but are ex- 
tremely difficult to interpret. Even the few 
experts with adequate experience admit a com- 
paratively high percentage of errors in diagnosis. 


He considered that cervical biopsy still remained 


one of the most reliable methods but advocated a 
modification, namely ‘‘ surface biopsy ’’, in which 
large areas of the superficial layers of the epithe- 
lium are removed by scraping with a curette or 
sharp spoon. These are most satisfactory for 
revealing intra-epidermal carcinoma. 

Finally Professor Novak referred to the difficulty 
sometimes present in making a diagnosis of car- 
cinoma on histological grounds. This applies to 
endometrial as well as cervical studies. There are 
many borderline cases and in these expert opinion 
may well differ. He illustrated these and other 
points by microphotographs of cervical and endo- 
metrial tissue. 

The President and Sir William Fletcher Shaw, 
speaking on behalf of the Society, both thanked 
Professor Novak for his interesting and instructive 
address, and Professor Novak replied. 


A meeting of the North of England Obstetrical 
and Gynaecological Society was held at Manchester, 
on Friday, 5th November, 1948, with the President 
(Mr. J. E. Stacey) in the Chair. 

Mr, R. M. Corbet (Preston) described 2 cases. 


The first was an adenocarcinoma occurring in one 


horn of a uterus bicornis unicollis in a parous 
woman of 54 who had had post-menopausal bleed- 
ing for 18 months. The specimen was demonstrated. 
The President recalled that a similar case had been 
described before the Society by the late Professor 
D. Dougal some years previously. 

The second case was of a malignant cystic tumour 
which projected from the posterior vaginal wall % 
inch from its lower extremity. The histological 
appearance was that of an adenocarcinoma 
resembling an intestinal type of growth but no 
evidence of a primary carcinoma in the gastro- 
intestinal tract was found. Primary adenocar- 
cinoma of the vagina is usually said to arise from 


II7 
aberrant cervical glands or Woolfian remnants. In 
view of the site of this particular neoplasm, how- 
ever, and of the fact that the patient, a parous 
woman of 66, had received a perineal laceration 
at her first labour, it was possible that the growth 
originated from intestinal epithelium implanted 
in the vagina at the delivery. Another possibility 
was that its origin lay in entodermal cells which 
had persisted in the lower vagina from the cloacal 
stage of development. 

The growth was removed entire with an 
ease characteristic of this type of tumour, and there 
was no recurrence in 4 months. Mr. Corbet then 
reviewed 6 cases of this type of vaginal neoplasm 
which had been reported since 1930. None of them 
had closely resembled his. 

Sir William Fletcher Shaw (Manchester) also 

described a case of adenocarcinoma of the vagina. 
The patient, a nulliparous woman of 44, had had 
a subtotal hysterectomy for fibroids 9 years before, 
and a resection of bowel for a non-malignant 
chronic intussusception of the colon 1 year before. 
She was seen on the second day after vaginal bleed- 
ing commenced. A tumour the size of a pea 
became detached from the posterior wall of the 
vagina during examination. The histological 
picture suggested a metastases from an intestinal 
carcinoma but none was found. This case, which 
is to be published in full detail at a later date, was 
similar to two described by Strachan in the Journal 
of Obstetrics and Gynaecology of the British 
Empire in 1932. 
- In the discussion on these 2 cases of primary 
adenocarcinoma of the vagina, the President sug- 
gested that vaginal endometriosis was also a 
possible source of origin. Dr. Langley (Manchester), 
who had reported on the sections of Sir William 
Fletcher Shaw’s case, said that in these cases the 
tumour could only be proved primary by a process 
of exclusion, over a period of 5 to 10 years, of a 
primary tumour elsewhere. He did not agree that 
the histological picture in Mr. Corbet’s case was 
one of intestinal carcinoma. Mr. S. B. Herd 
(Liverpool) suggested that endometrial cells might 
become implanted during curettage when the tip 
of the curette, on being withdrawn from the cervix, 
was forcibly brought up against the se 
vaginal wall. 

In reply Sir William Fletcher Shaw said that to 
exclude such a tumour being a secondary growth, 
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the gastro-intestinal tract, the breasts and the 
generative organs above the vagina must be 
examined. 

Dr. Rickards and Dr. G. Auckland (Manchester) 
described a case of 


CHRONIC VEGETATIVE SERPIGINOUS PYODERMA 


which affected the umbilical, pubic and vulval 
areas in a woman of 26. Syphilitic, tuberculous, 
actinomycotic and blastomycotic infections were 
excluded, as were lymphogranuloma inguinale and 
granuloma venereum. The predominating 
organism on culture was a staphylococcus but large 
doses of penicillin were administered without 
effect. The condition finally responded to curet- 
tage of the affected abdominal area and simple 
vulvectomy. Throughout there was a remarkable 
lack of toxic symptoms. Pyoderma was typically 
acute and the only description of a case similar to 
this occurred in one of the textbooks of derma- 
tology. In the discussion Dr. Rawlings stated that 
he had seen a case, similar, but confined to the 
vulva, which had likewise responded to excision. 
The condition had been called ‘‘ the watering-can 
vulva.’’ 


Mr. S. B. Herd (Liverpool) read a short paper on 


VaGINAL DELIVERY AFTER LOWER SEGMENT 
CAESAREAN SECTION 


based on a personal series of 18 cases seen in 
a single hospital under standard conditions within 
2 years. He could claim that the original sections 
were really indicated, as his attitude to the opera- 
tion was very conservative. Dealing particularly 
with cases where the Caesarean section had been 
carried out after failure of trial labour in primi- 
gravidae, he pointed out that the course of their 
next labours resembled those of multiparae, the 
average duration being less than 12 hours. One 
important factor making for success was the more 
efficient uterine action in the second labours, with 
a consequent increase in the number of anterior 
positions of the vertex, while a psychological factor 
probably also played a part. There had been no 
maternal or foetal mortality in these cases when 


delivered vaginally, and no case of rupture of the 
uterus. Further, the maternal morbidity was con- 
siderably less than in those cases in which Caesarean 
section was repeated. In all, the incidence of 
repeat Caesarean section in the 18 cases was 44 per 
cent, a lower figure than any reported in the litera- 
ture, which he reviewed. ‘‘ Once a Caesarean, 
always a Caesarean’’ was not true of the lower 
segment operation, especially in the absence of 
gross pelvic contraction, although there did not 
appear to be any clinical method of detecting 
dangerous thinning of the scar in labour. It was 
generally agreed that if the patient had had a 
vaginal delivery before or after the Caesarean 
section her chance of vaginal delivery in subse- 
quent labours was very good. ; 

In view of his good results, especially in the 
frequency of a relatively easy and safe vaginal 
delivery in subsequent labours, he was inclined to 
believe that it would be profitable to resort to 
Caesarean section much more readily in seriously 
delayed first labours. 

In the discussion, the President stressed that all 
women who had previously had a Caesarean section 
must thereafter always be delivered in hospital. 
He had noted the frequency of relative infertility 
following the termination of a first pregnancy by 
Caesarean section. : 

Mr. Edwards (Derby) doubted whether, if 
Caesarean section was carried out early in the first 
labour, the second labour would resemble that of 
the multipara. 

Mr. C. H. Walsh (Liverpool) reported that in 
one of his hospitals among about 14,000 deliveries 
over the last 5 years, there had been 70 vaginal 
deliveries in women who had previously had a 
Caesarean section. He emphasized the importance, 
from the point of view of subsequent vaginal 
delivery, of carrying out the lower segment opera- 
tion in cases of placenta praevia. — 

Dr. Redman (Manchester) gave parallel figures 
for St. Mary’s Hospital. At this stage, owing to 
the lateness of the hour, further discussion was 
postponed to the next meeting. 
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REVIEWS OF HOSPITAL REPORTS 


CLINICAL REPORT OF ‘THE BRITISH 
HOSPITAL FOR MOTHERS AND BABIES, 
WOOLWICH, FOR 1947. : 


THe report is based on 1,318 deliveries in the 
hospital, and 55 at home. A short summary of 
‘results of 300 deliveries in Poplar Hospital’s 
maternity unit, which the British Hospital helped 
to keep open by providing staff, is included. The 
number of hospital beds is not given, 

There was 1 maternal death from postpartum 
haemorrhage. The patient, a primigravida aged 
26, commenced labour 48 hours after medical in- 
duction for toxaemia. Low forceps delivery was 
undertaken for maternal and foetal distress after 
a second stage of 14% hours—first stage 30 hours. 
Following repair of a perineal tear a haemorrhage 
of 15 to 20 ounces occurred and the placenta was 
separated and expressed by Credé’s method. Ergo- 
metrine 0.5 mg. was injected and 1 pint of plasma 
transfused. One hour later the condition was good 
and the uterus firmly contracted, but 1% hours 
later a haemorrhage of 80 ounces occurred and all 
resuscitative measures failed. The anaesthetic 
agent, and the operating time are not stated, nor 
whether the placenta was found to be normal and 
complete on inspection. 

The obstetrics section of the report opens with 
a summary of the cases admitted during the year. 
The percentage incidence of the different categories 
of case for the years 1947 and 1946 is compared. 
Tables showing single-case data of the main abnor- 
mal conditions and principal operations follow. 
Breech presentation was eliminated in the ante- 
natal department in 62 cases by external version, 
anaesthesia being used only once. In uncomplicated 
primigravid breech delivery (counting prematurity 
and multiple pregnancy as complications) there was 
I stillbirth in 18 cases. This occurred in an assisted 
delivery in which forceps was applied to the after- 


coming head. Caesarean section was not employed 
in any case because of breech presentation. 
Caesarean section was performed in 14 cases for 
a variety of indications, but the type of operation 
is not stated. This is to be regretted, for although 
there was no maternal or foetal mortality, 1 of 
the patients developed peritonitis, and was trans- 
ferred to another hospital. 

Postpartum haemorrhage occurred in 82 cases 
(5-9 per cent). The majority are said to have been 
slight. Nevertheless 34 required transfusion of 
blood or plasma. The single fatal case has already 
been described. Puerperal morbidity occurred on 
22 occasions (1.4 per cent), but the standard of 
morbidity is not defined. 

The paediatric section appears to deal with 
1,229 babies, but this does not tally with the state- 
ment that 1,331 babies were born in the hospital, 
nor is any explanation given. Of the 1,193 babies 
discharged alive 85 per cent were wholly breast fed, 
12 per cent received complementary feeds in 
addition to breast feeding, and 3 per cent were 
wholly bottle fed. Single-case data are given of 
premature infants, stillbirths, and infant deaths. 
Fifty-eight (90 per cent) premature infants were 
successfully reared, a tribute to the standard of the 
care they received. There were 22 stillbirths (16.5 
per 1,000 total births) and 14 infant deaths (10.6 
per 1,000 live births). 

The report ends with figures of attendance at the 
various out-patient clinics. 


CLINICAL REPORT OF THE NATIONAL 
MATERNITY HOSPITAL, DUBLIN, FOR 
THE YEAR 1947. 


THE hospital has 114 maternity beds. In to these 
there were 4,233 admissions of which 3,710 resulted 
in delivery. Booked cases constituted 86.5 per 
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cent of the deliveries. In addition there were 478 
deliveries in the extern service. The maternal 
mortality in the intern service was 2.17 per 1,000 
deliveries, and nil in the extern service. The still- 
birth and neonatal death-rates in the intern 
service were each 3.2 per 100 viable, giving a 
combined foetal wastage of 6.4 per 100 viable 
births. 

The maternal mortality is almost twice that of 
the previous year. There were 9 maternal deaths, 
5 among emergency admissions and 4 among 
booked cases. Examination of the details given 
would appear to indicate that all but one of these 
deaths was unavoidable as far as the hospital was 
concerned. In 3 cases severe rheumatic carditis 
was the cause of death, eclampsia in 2, miliary 
tuberculosis in 1, and hyperemesis of uncertain 
origin (not pyelitis) in late pregnancy in 1. The 
remaining 2 fatal cases are particularly instructive. 
In 1 booked case undiagnosed rupture of the uterus 
led to death from peritonitis on the 8th day of the 
puerperium. In the remaining case, an emergency, 
forcible unsuccessful attempts at breech extraction 
had resulted, before admission to hospital, in 
severance of the foetal body from its head: the 
head was easily perforated and extracted after 
maternal resuscitative measures. Death which 
occurred shortly afterwards was due to extensive 
haemorrhage into the broad ligament extending 
retro-peritoneally as far as the kidney. In each 
of these last 2 cases the fundamental cause of death 
was failure on the part of the attendants to recog- 
nize the existence of hydrocephalus. The first of 
these 2 patients had been in hospital for 11 days 
before the onset of labour, and the foetus had been 
reported as normal following radiological examina- 
tion. It would seem important then to keep in 
mind the possibility of hydrocephalus, not only of 
major degree, but of lesser degrees, in all cases 
of malpresentation, and in the absence of progres- 
sive descent of the head when the presentation is 
normal. This case also serves to re-emphasize that 
radiological findings must always be subservient to 
the clinical. 

Deep transverse arrest of the head occurred 26 
times. Delivery was effected by forceps in all of 
these. In 6 cases rotation was first performed with 
the forceps and not manually. Dr. Spain is 
becoming inclined to the belief that it is safer for 
the baby to perform this rotation with the ordinary 


Neville Barnes forceps than with the Kielland, 
He does not say whether this teaching is given to 
medical students or not. Characteristic of this 
school the operation of symphysiotomy continues 
to figure in a relatively large number of cases. It 
was performed 9g times with neither maternal nor 
foetal death. 

Manual removal of the placenta was performed 
on 35 occasions (0.9 per cent). Blood transfusion 
was required in 4 of these cases of which 3 were 
emergency admissions in which, in addition to 
postpartum haemorrhage, the third stage had been 
allowed to persist for 6, 9%, and 15% hours 
respectively. While there was no fatality in this 
group the attention of readers is drawn to the 
possibility of pituitary necrosis resulting from 
prolonged shock and prompt action is urged when 
there is abnormal delay or haemorrhage in the 
third stage. A case of placenta praevia is described 
in which severe haemorrhage had resulted from 
vaginal examination in unsuitable conditions 
before admission. With skilful treatment she 
recovered but 7 months later showed definite signs 
of Simmonds’ disease. The question is asked: 
When will the danger of vaginal examination in 
antepartum haemorrhage, without all preparations 
for treatment being available, be universally 
recognized ? 

The report follows the pattern customary in this 
hospital with the Master’s critical survey, the 
statistical summary, and the usual tables for 
abnormal conditions. Brief reports on the infants’, 
gynaecological, radiological and pathological 
departments follow. 


ANNUAL REPORT OF THE CITY AND ROYAL 
BURGH OF EDINBURGH MATERNITY AND 
CHILD WELFARE SCHEME FOR THE YEAR 
1947. 
By H. P. Tarr, M.D., F.R.C.P., 
Clinical Medical Officer. 


THIs report, which runs to 31 pages, gives a com- 
prehensive picture of the maternity and child wel- 
fare services provided by the city. The many 
different activities of the Maternity and Child 
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REVIEWS OF HOSPITAL REPORTS 


Welfare Department are described in the first half 
of the report. It is possible to name only a few; 
but antenatal and postnatal supervision, domicili- 
ary maternity services, nursing homes, house and 
domestic helps, almoning, dental care of expectant 
and nursing mothers, maternal deaths, stillbirths, 
neonatal and infant deaths, specialized clinics for 
children, and day nurseries are described briefly in 
some cases and more extensively in others. The 
descriptions are critical and contain valuable obser- 
vations and opinions. 


The antenatal clinics are under the medical 
charge of members of the staffs of the maternity 
hospitals in the city. This in itself is interesting for 
in so many centres the local antenatal clinics are 
conducted by doctors who have never conducted a 
labour, normal or otherwise, for many years. Yet 
in Edinburgh 16 clinics are so staffed. At these 
clinics 1,293 antenatal sessions were held with 
70,151 attendances. 


Puerperal sepsis shows a steady decline, but 
.. . toxaemias do not seem to be diminishing 
in frequency despite the widespread adoption of 
antenatal care.’’ The maternal death-rate, how- 
ever, constitutes a new low record of 1.2 per 1,000 
total births. 


The stillbirth-rate (26 per 1,000 total births) is 
lower than that of the previous year, as is also the 
neonatal death-rate (23 per 1,000 live births). Dr. 
Tait points out that nearly three-quarters of the 
total neonatal deaths take place in the first week 
of life and about half of these occur on the first 
day. Here, he indicates, is where further research 
is required and he stresses the need for co-opera- 
tion between obstetricians and paediatricians. 


The report contains many statistical tables giving 
comparative figures of these death-rates over a con- 
siderable number of years. The reader will find 
much to interest him in this report. 


NINTH REPORT FROM THE DEPARTMENT 
OF OBSTETRICS AND GYNAECOLOGY IN 
THE UNIVERSITY OF OTAGO. 


THE report is an analysis of 1,000 consecutive 
deliveries in the Queen Mary Maternity Hospital, 
Dunedin, and the concurrent gynaecological work. 
The report, which covers the period January 1947 
to October 1947, follows closely the form of 
previous reports from this centre. Numerical 
details are given of the incidence of and results 
obtained in the principal obstetric complications 
but single-case data are given only in toxaemia, 
eclampsia, and Caesarean section. 

There were 795 booked cases and 205 emergency 
cases. The 1 maternal death during the period 
under review occurred in an emergency case—a 
severe toxaemia. Maternal morbidity (B.M.A. 
standard) is given as 2 per cent and 3 per cent on 
different pages: as there were 15 morbid cases 1.5 
per cent would appear to be the correct figure. 
There was not 1 case of notifiable puerperal sepsis. 
The total infant loss (including those born at term, 
and those which were premature) was 32 (3.1 per 
cent). 

The standard of the work is obviously high, but 
the value of this report would be enhanced by 
enlargement of the critical survey and if single- 
case data were to be given for the principal 
abnormal conditions. 

There were 578 gynaecological cases. There 
were 4 deaths among them. Three occurred in 
cases of recurrent and inoperable carcinoma. The 
other was attributed to myocarditis in a patient 
who had had subtotal hysterectomy performed for 
fibromyomata. 

It is interesting to observe that the incidence of 
abnormalities continues to be low in the practice 
of this hospital, e.g. there were only 8 cases of 
dysmenorrhoea and 3 cases of sterility. The reasons 
for such low incidences might well be discussed in 
a critical survey. 

Anthony W. Purdie 
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REVIEW OF CURRENT LITERATURE 


The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this service 
which cover obstetrical and gynaecological literature and literature on the new-born are 
at our disposal. The Review will, however, contain in addition abstracts and titles of 
articles which, though not of sufficient general interest for publication in the monthly 
volumes published by the British Medical Association, are yet sufficiently important for 
a specialist journal. It is to be hoped that our readers will collaborate in the preparation 
of these abstracts. Those who are willing to take part in the service are invited to 
communicate with the Editor, The Abstracting Service, B.M.A. House, Tavistock Square, 
London, W.C.1. There is special need of abstracters in foreign languages, and when offering 
his or her services the writer should indicate the language (apart from English) in which 
he or she is proficient. The name of the abstracter will be acknowledged in the text and 
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REVIEW OF CURRENT LITERATURE 


ANATOMY. 


1, Recognition of the Contracted Pelvis. (Zur Frage 
der Erkennung des engen Beckens.) 

By B. WILDE. Geburtsh. u. Frauenheilk.; 8, 
699-713, Oct. 1948. 3 figs., 51 refs. 


2. The Anatomy of the Lymphatic Drainage of the 
Vulva and its Influence on the Radical Operation for 
Carcinoma. 

By S. Way. Ann. R. Coll. Surg. Eng., 3, 187- 
209, Oct. 1948. 7 figs., 19 refs. 


3. The Vascular Architecture of the Rat Uterus 
as Influenced by Estrogen and Progesterone. 

By M. F. Witttams. Amer. J. Anat., 83, 247- 
307, Sept. 1948. 47 figs., Bibliography. 


4. Anatomy, Physiology, and Clinical Features of 
the Myometrium, (Zur Anatomie, Physiologie und 
Klinik der Uterusmuskulatur.) 

By H. Knaus. Z. Geburtsh. Gynik., 129, 122- 
139, 1948. 16 figs., Bibliography. 


5. Structural Peculiarities of the Vessels of the 
Human Ovary. (Peculiarita strutturali della rete 
vascolare dell’ ovario umano.) 

By L. pE GiorGI. Arch, Ostet» Ginec., 53, 69- 
79, Mar.—-Apr. 1948. 19 figs., 23 refs. 


Serial sections of the ovaries of 9 pregnant women 
at term, and of 7 women in the early days of the 
puerperium are described, with special reference to 
the appearance of the vessels. The sections were 
stained with haematoxylin-eosin, and van Gieson, 
Malloty, and Unna-Tanzer-Livini stains. The 
following morphological peculiarities were found: 
(1) Cushion-like pads in the intima of arteries and 
veins. (2) Widespread and deep invaginations of 
all layers of the vessel wall in veins and venous 
lacunae. (3) Free peduncles in arterial lumina. (4) 
Arterio-venous anastomoses. (5) Small venous 
lacunae with irregular walls, in places consisting of 
endothelium only, and here reinforced by longi- 
tudinal bundles derived from the muscle of the 
ovarian stroma. The author, who carried out these 
investigations at the Obstetrical and Gynaecological 
Clinic of the University of Naples, discusses the 
functional significance of these changes and con- 
cludes that they serve to regulate the local circula- 
tion in the organ. He compares them with the 
vascular arrangements and peculiarities in erectile 
tissue, and suggests that they may condition rup- 
ture of the Graafian follicle. 

[From the photomicrographs it would appear 
that the ‘‘ free peduncles ’’ in the arterial lumina, 
which the author describes as “‘ certainly difficult 
to comprehend and to accept”’, are, in fact, 
invaginations of the vessel wall, sectioned ob- 
liquely. ] ; N. Alders 
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PHYSIOLOGY. 


6. Recent Observations on the Mode of Action of 
Liver Extracts on Oestrus in the Rat. (Ulteriore 
contributo allo studio del meccanismo di azione degli 
estratti epatici sull’estro del ratto.) 

By M. and R. CanpiIpo. Arch. Ostet. 
Ginec., 53, 207-217, May-June 1948. 4 figs., 7 refs. 


7. The Hormonal Control of Estrous Behaviour. 
By H. H. Core. West. J. Surg. Obstet. Gynec., 
56, 503-506, Sept. 1948. 27 refs. 


8. The Effect of Thyrotrophic Hyperhormonism on 
the Ovaries. (Jajniki w hiperhormonozie tyreo- 
tropowej.) 

By B. Gieposz and A. GRZEGORZEK. Przeg. 
Lek., 4, 430-431, June 15, 1948. 6 refs. 


9.. Effect of Atropine and Estrogens on Intraocular 
Uterine Transplants in the Rabbit. 

By I. H. Katser. Bull. Johns Hopk. Hosp., 82, 
429-445, Apr. 1948. 4 figs., 13 refs. 

The transplantation of organs or parts of organs 
to the anterior chamber of the eye provides unique 
opportunities for studying physiological responses, 
since the transparency of the cornea permits 
observation of the transplants without anaesthesia. 
In this study, uterine transplants were made into 
the eyes of non-pregnant rabbits. The response of 
grafts to various substances given intravenously 
was observed through a large binocular dissecting 
microscope. Histological changes were also investi- 
gated after excision of the eye. It was found that 
the endometrium maintains its histological integrity 
in grafts and myometrium grows at the main site 
of attachment in bundles surrounding the vascular 
supply of the endometrium. Myometrial contrac- 
tions can be identified by the motion and by the 
occlusion of blood-supply which they produce. The 
blood-vessels of the endometrium undergo rhyth- 
mical vasoconstriction in non-pregnant mature 
animals. 

In the rabbit, the effect of atropine is entirely 
dependent upon the type of physiological activity 
present in the graft at the time of administration. 
In the doses employed (0.6 to 6 mg.) atropine slows 
or arrests endometrial vasoconstriction, but has no 
predictable effect on myometrial contractions. 
When oestrogens are injected, vasoconstrictions 
begin to decrease in frequency until at the end of 
1 hour, vascular activity has virtually ceased but 
the rate, duration, and intensity of myometrial 
contractions are not affected. The administration 
of atropine with or after oestrogens in no way alters 
the effect of the latter on endometrial vasoconstric- 
tions. The failure of atropine to inhibit this action 
of oestrogens appears to disprove the so-called 
cholinergic concept of oestrogenic effect on the 
endometrium. Doreen Daley 
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10. The Control of Ovarian Activity. 
By H. H. Core. West. J. Surg. Obstet. Gynec., 
56, 451-454, Aug. 1948. 12 refs. 


11. Ovarian Response in the Albino Rat to Injected 
Colloidal Substances. 

By R. N. Baie. Amer. J. Anat., 83, 109-141, 
July 1948. 12 figs., 35 refs. 

Into 42 albino rats, 5 to 7 months old, acid colloids 
were repeatedly injected and the ovarian responses 
observed. The substances used were: (1) “‘ Erie 
black ’’ (‘‘ chlorazol black E ’’, a sulphonated acid- 
azo compound) and (2) colloidal mercuric sulphide. 
Daily intraperitoneal injections of 1 ml. of a 1 
per cent solution were given at first until toxic 
symptoms appeared; the dose was then halved. The 
animals were killed after periods of 1 to 7 weeks. 

Vaginal smears from animals undergoing injection 
indicated some disorder of the oestrus cycle, arrest 
in di-oestrus being very common. This effect was 
believed to be systemic, and not due to a direct 
action on the ovaries. Colloid-filled phagocytes were 
found at several sites in the ovaries: (1) Most of 
the ovarian capsule was unaffected but localized 
masses of phagocytes tended to collect in some 
regions, from which most of the connective tissue 
fibres disappeared, leaving only a few reticular 
fibres. These cells were believed to arise from rest- 
ing histiocytes normally present in the tunica 
albuginea. (2) Scattered phagocytes containing 
colloid and lipid inclusions were found in the 
ovarian stroma. (3) Collections of phagocytes were 
found in three main regions in relation to the corpus 
luteum: (@) in the core where they usually con- 
tained lipid inclusions and only a little colloid; (b) 
at the periphery of the regressing corpus luteum, 
where they were numerous and contained both 
lipid and colloid; (c) within the meshes of the 
stroma, closely related to the walls of blood-vessels, 


from which they may arise. (4) A few phagocytes 


were found in the stroma of the interstitial gland. 
The latter was often very prominent in injected 
animals. R. Barer 


12. The Importance of External Hysterography in 
the Study of Uterine Activity. 

By T. M. Aspas. Edinb. med. J., 55, 423-426, 
July 1948. 9 figs., 11 refs. 


13. Studies on the Activation of Oxytocics. 
(Estudios sobre la activation de los occitécicos.) 

By J. Boretra Liusia and A. MALDONALDO DEL 
CasTILLo. Rev. clin. esp., 27, 426-432, Dec. 31, 
1947. 9 figs., 29 refs. 

The authors have carried out an experimental 
and clinical study based on the work of Velazquez 
and others, who found that procaine in concentra- 
tions of I in 20,000 to 1 in 15,000 increases con- 
siderably the oxytocic response of isolated uterine 
muscle to posterior pituitary hormone, and who 
believe that the p-aminobénzoic acid part of the 


procaine molecule has a weakly oxytocic effect, and 
that the diethylaminoethanol fraction sensitizes the 
uterus to pituitary extract. 


The experimental work was carried out with 
strips of uterine tissue removed from the non- 
gravid uterus obtained at operation, and from the 
gravid uterus at the time of lower-segment 
Caesarean. section. In order that the tissue might 
be fresh the work was done near the operating 
theatre, and the strips were placed in oxygenated 
Tyrode solution at 37° C. At the end of 2 hours 
there was spontaneous contractility and a good 
response to the drugs which lasted for a further 
1 hour to 1% hours. The authors consider that the 
technique employed by others of keeping the tissue 
at 4° C. until used is unfavourable to muscle func- 
tion and they have not used Locke’s solution. 
Forty-five experiments were carried out with 28 
strips of isolated uterus. These showed that doses 
of 0.01 ml. of 1 in 100 procaine in a bath containing 
250 ml. had no action on either the gravid or the 
non-gravid uterus. This result differs from that 
obtained in rodents, in which procaine has a weak 
oxytocic action, and this difference can be ex- 
plained by the different distribution of the 
cholinergic and adrenergic innervation in the 
human and the rodent uterus. Injections of 0.01 
of a Voegtlin unit of posterior pituitary extract 
produced at the most only a slight oxytocic reaction 
in the gravid and non-gravid uterus, but the same 
amount used after procaine resulted in a strong 
oxytocic response with increase of tone and spon- 
taneous contractions. These findings prove that 
in the human uterus procaine sensitizes the muscle 
to the oxytocic action of posterior pituitary ex- 
tract, although it lacks the direct oxytocic reaction 
found by Velazquez in rodents. 


The clinical experiments were carried out in 68 
patients, mainly in multigravidae with inertia 
towards the end of the first stage or in the second 
stage. External tocography was carried out with 
a modified Frey apparatus, the tracings being 
recorded on paper with the amount of uterine tone 
indicated by concentric circles. Procaine was given 
by the subcutaneous, epidural, and intravenous 
routes, and by itself was found to have no oxytocic 
action. When given intravenously in doses of 0.05 
g. together with, or followed by, 1 unit or 2 units 
of pituitary extract, however, it produced a strong 
uterine response. In cases in which the pituitary 
extract was given first, the oxytocic effect was only 
found after the procaine had been given. The 
authors conclude that both the in vitro and in vivo 
experiments show that procaine sensitizes the uterus 
but does not act as an oxytocic. They consider 
these findings of great importance, for an oxytocic 
effect can be obtained with only a small dose of 
posterior pituitary extract. Finally they suggest 
that procaine acts by inhibiting cholinesterase. 


Bryan Williams 


14 
zykl 
B 
Wse 
T 
pare 
stat 
mat 
the 
pen 
met 
E 
Au 
1 
Cur 
of 
ask 
194 
] 
6, 
] 
Va 
mo 
log 
Go 
Sp 
(E 
hu 
wi 
15 
ar 
OV 
be 
sti 
Ig 


= 


ao OSS 


ct 


REVIEW OF CURRENT LITERATURE 


14. Investigations of the Effect on the Menstrual 
Cycle of Penicillin Injections. (Untersuchungen zur 
zyklotropen Wirkung von Penicillininjektionen. ) 

By H. E. Ktetne-Natrop and I. LIeDEKa. Klin. 
" Wschr., 26, 244-247, Apr. 15, 1948. 3 figs., 23 refs. 

The oestrogenic activity of penicillin was com- 

ed with that of ‘‘ oestroglandol’’ and of stil- 
boestrol. Four injections of 20,000 i.u. of either 
crude calcium or sodium penicillin (potency not 
stated) produced definite oestrogenic effects in im- 
mature female guinea-pigs. It is pointed out that 
the activity may be due to an impurity in the 
penicillin and it is recommended that the experi- 
ment should be repeated with crystalline penicillin. 

J. E. Page 


15. A Menstrual Chart. 
By L. C. Lyon. Canad. med. Ass. ]., 59, 172, 
Aug. 1948. 


16, Ovulation Timing by Basal Body Temperature 
Curves. 

By F. A. Simmons. Urol. cutan. Rev., 52, 596- 
600, Oct. 1948. 9 figs., 9 refs. 


17. Is It Possible to Determine Ovulation by Means 
of Ascorbic Acid Metabolism? (Da sa z odpadu 
askorbovej kyseliny uréit presne termin ovulacie?) 

By E. Dios. Ceskoslov. Gynaek., 13, 351-359, 
1948. 5 refs. 


18. The Coagulability of Menstrual Fluid. 
By L. C. Pierce. J. Bowman Gray Sch. Med., 
6, 158-161, Sept. 1948. 7 refs. 


19. Influence of Sex Hormones on the Biology of the 
Vagina: Physiological Basis. (L’Influence des hor- 
mones genitales sur la biologie du vagin: Bases physio- 
logiques. ) 

By J. A. ScHockaErRT and J. FERIN. Gynéc. et 
Obstét., 47, 421-436, 1948. 3 figs., 44 refs. 


20. Immuno-chemical Study of Human Chorionic 
Gonadotrophin. I. Attempt at Dissociation of the 
Specific Precipitate: Gonadotrophin-rabbit Antiserum. 
(Etude immunochimique de la gonadotrophine choriale 
humaine. I. Essais de dissociation du _ précipité 
spécifique: Gonadotrophine-antisérum de lapin.) 

By A. Bussarp. Ann. Inst. Pasteur, 75, 14-29, 
July 1948. 20 refs. 


21. Inhibition of Estrogen-induced Tissue Growth 
with Progesterone. 

By R. Hertz, C. D. Larsen, and W. TULLNER. 
]. nat. Cancer Inst., 8, 123-126, Dec. 1947. 2 figs., 
15 refs. 

Chicks were given 8 daily doses of stilboestrol 
and of progesterone in varying proportions. Control 
oviducts (at necropsy) weighed 17.5 mg. and stil- 
boestrol-treated oviducts 740 to 970 mg.; with 
stilboestrol and progesterone the weight was only 
198 mg. ‘‘ This inhibition was proportional to the 
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dose of progesterone over a limited range. However, 
once a maximum degree of inhibition was obtained, 
further increments in progesterone dosage did not 
effect further decrements in oestrogen-induced 
tissue growth. A sixteenfold increase in oestrogen 
dosage did not reverse the inhibitory effect of a 
maximally effective quantity of progesterone.”’ 
Stilboestrol produced lipaemia and hypercalcaemia, 
which were only moderately reduced by pro- 
gesterone. I. Hieger 


22. The Isolation and Properties of the Mono- 
glucuronides of Stilboestrol, Hexoestrol and Dieno- 
estrol. 

By S. A. Simpson and A. E. W. Situ. Bio- 
chem. J., 42, 258-260, 1948. 5 refs. 

The isolation of the monoglucuronides of stil- 
boestrol, hexoestrol, and dienoestrol and their 
chemical and oestrogenic properties are described. 
These substances were extracted from urine and 
their oestrogenic activity was assayed by sub- 
cutaneous and intravaginal administration to 
spayed rats and by study of vaginal smears. It 
was found that all the glucuronides had only 5 to 
Io per cent of the oestrogenic activity of the corre- 
sponding free oestrogen, whether the assays were 
made by subcutaneous or intravaginal methods. 
From the evidence so far available it is not possible 
to formulate the factors to which the lowered 
potency of the glucuronides is due. 

Doreen Daley 


23. Corpus Luteum of Extract of Vernix Caseosa. 
(Sargatesthormonhatdés magzatmazkivonattal.) 

By L. Lajos, G. MéHEs, and J. Gorcs. Orv. 
Hetil., 89, 477-480, Oct. 24, 1948. 5 figs., 22 refs. 


PREGNANCY. 


24. Influences of Posture on the Urinary Tract in 
Pregnancy. 

‘By J. Parks and M. A. Puzak. Amer, J. Obstet. 
Gynec., 55, 636-645, Apr. 1948. 2 figs., 33 refs. 

As many patients are promptly relieved from 
pyelo-ureteric pain when the foot of the bed is 
elevated, the authors decided to investigate the 
possible influences of posture on the urinary tract 
in pregnancy. X-ray visualization of the bladder, 
kidney pelves, and abdominal ureters is easily 
accomplished by intravenous or retrograde pyelo- 
graphy, but to demonstrate the contour of the 
pelvic portion of the ureters in pregnancy is more 
difficult. Bulb-retention ureteric catheters devised 
by Kreutzman not being obtainable, it was decided, 
in order to visualize this portion of the ureters and 
to produce as little distortion as possible, to pass 
soft No. 4 catheters to the level of the pelvic brim. 
Intravenous pyelo-ureterograms (20 ml. “ skio- 
dan ’’) were taken first with each patient supine, 
and then with the foot, and next with the head 
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of the table elevated 15 degrees, and also in the 
tight and left oblique positions. Twenty-four 
patients who had recovered from acute pyelo- 
nephritis of pregnancy were studied. 

In 6 patients known to have pyelonephritis in 
late pregnancy the foot of the table was elevated 
15 degrees and the kidney pelves and ureters were 
filled by retrograde injection of 20 ml. of skiodan 
bilaterally. The catheters were at once withdrawn 
and serial pyelo-ureterograms were made at 5, 15, 
30, and 60 minute intervals. The procedure was 
repeated 4 days later with the head of the table 
elevated 15 degrees. Finally, on 5 patients stereo- 
scopic radiographs were made with the patient 
standing and in 15-degree Trendelenburg position, 
attention being focused on the course of the pelvic 
ureters to determine what influence position might 
have on their antero-posterior rotation as well as 
upon upward and @pwaward displacement -of the 
ureters. 

While there is no remarkable change in the 
position of the kidneys or in the contour of the 
abdominal ureters with changes in posture, there 
is a considerable amount of mobility of the pelvic 
portion of the ureters in an upward and downward 
direction. Contrast medium is eliminated more 
rapidly from the kidney pelves and ureters when 
the weight of the uterus is displaced upwards by 
adoption of a 15-degree Trendelenburg position 
than when the patient is upright. Upward displace- 
ment of the gravid uterus, undoing torsion of the 
pelvic portion of the ureter resulting from uterine 
rotation (which is common in pregnancy) and thus 
removing spasm and partial obstruction to urinary 
flow, may explain the postural relief of costo- 
vertebral pain in cases of pyelonephritis of preg- 
nancy. Anthony W. Purdie 


25. Weight Changes in Pregnancy. 

By J. A. Scotr and B. Benjamin. Lancet, 1, 
550-551, Apr. 10, 1948. 2 figs. 

This paper records a statistically analyzed series 
of maternal weight changes during pregnancy. The 
investigation was undertaken to study whether the 
wartime dietary for pregnant women sufficed to 
maintain good health. The routine monthly weigh- 
ing of all expectant mothers was begun in Fulham 
antenatal clinics in September, 1941. The records 
were summarized to the beginning of 1944. Four- 
weekly measurements were made and no greater 
deviation than a week either way from the standard 
times was allowed. A total of 360 expectant mothers 
were observed from the 16th week of pregnancy 
until confinement. The mothers were grouped 
according to initial weight, and growth increments 
were tabulated separately for each group. The 
initial weight had little bearing on the. rate of the 
weight increase. Of the 360 mothers seen through- 
out pregnancy the mean weight increments were 
as follows: 16th to 20th week: 4.24+0.14 lb. (1.92 
kg.); 20th to 24th week: 4.59+0.14 lb. (2.08 kg.); 
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24th to 28th week: 3.73+0.15 lb. (1.69 kg.); 28th 
to 32nd week: 3.35+0.13 Ib. (1.52 kg.); 32nd to 
36th week: 3.91+0.15 lb. (1.45 kg.); 36th to goth 
week: 2.43+0.18 Ib. (1.1 kg.). The charts and 
tables given suggest that the wartime dietary was, 
by this criterion, adequate and bear out the con- 
clusions based on other forms of investigation, 
Lilian Raftery 


26. The Striae of Pregnancy: A New Etiological 
Concept. 

By W. J. McCormick. Med. Rec., N.Y., 161, 
409-412, Aug. 1948. 32 refs. 


27. Striae Gravidarum and Avitaminosis C. (Les 
vergetures de la grossesse et l’avitaminose C.) 

‘By W. J. McCormick. Un. med. Can., 77, 916- 
920, Aug. 1948. 31 refs. 


28. Ocular Manifestations of Pregnancy. 
By M. J. DreEtt. West. J. Surg. Obstet. Gynec., 
56, 455-458, Aug. 1948. 10 refs. 


29. Blood Volume in Pregnancy. A Critical Review 
and Preliminary Report of Results with a New Tech: 
nique. 

By C. E. McLEnNNaN and L. G. THOuIN. Amer. 
J. Obstet. Gynec., 55, 189-200, Feb. 1948. 2 figs., 
24 refs. 

The authors discuss the results obtained by 
earlier workers on blood volume in pregnancy and 
subject their data to statistical analysis. On the 
whole, this analysis tends to show that many of 
the values so far published and accepted for total 
blood volume (T.B.V.), plasma volume (P.V.), and 
red cell volume (R.C.V.) are less convincing than 
had hitherto appeared. The authors have used a 
new method, involving the injection of Evans blue 
and chromatographic absorption, on 20 women at 
term and 7 weeks postpartum, and Io non-preg- 
nant controls. In the controls T.B.V. ranged from 
3,070 to 4,500 ml., the mean being 3,974 +140 ml. 
The range for plasma volume was from 1,815 to 
2,640 ml., mean 2,326+78 ml. In the pregnant 
women plasma volume ranged from 2,250 to 5,855 
ml., mean 3,277+205 ml. T.B.V. ranged from 
3,695 to 8,245 ml. with a mean of 5,254+4296 ml. 
R.C.V. ranged from 1,365 to 3,035 ml. and the 
mean value was 1,978+102 ml. Thus P.V. and 
T.B.V. were significantly greater in the pregnant 
women, but the significance of the increase in 
R.C.V. was ‘‘ open to some question’’. At term 
the average increase in P.V. amounted to 41 per 
cent of the control value and the increase in T.B.V. 
to 32 per cent. The rise in R.C.V. was only 20 pert 
cent. In the main the postpartim average values 
had returned to the control levels by the end of 
the first week. Individual variations in blood- 
volume during pregnancy are enormous and 
standard deviations are relatively much greater for 
pregnant subjects than for either the control or 
postpartum patients. 
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REVIEW OF CURRENT LITERATURE 


It is unlikely, in the authors’ opinion, that any- 
thing yet published, including this report, has given 
a thoroughly reliable picture of what happens to 
the blood-volume in pregnancy. A great many 
more determinations should be made, and the 
validity of dye techniques must be ascertained by 
the newer methods of determination of red cell 
volume by radioactive iron. F. J]. Browne 


30. Behaviour of the Calcium, Fibrinogen, and Pro- 
thrombin Levels in the Blood at the End of Pregnancy 
and in the Puerperium. (Sul comportamento del tasso 
ematico del calcio, del fibrogeno e della protrombina 
al termine della gravidanza e nel puerperio.) 

By G. Luco. Monit. ostet.-gynec., 19, 134-149, 
Mar.-Apr. 1948. 1 fig., 4o refs. 

The author estimated the blood calcium by the 
method of Kramer and Tisdall, fibrinogen by the 
refractometric method, and prothrombin by the 
method of Quick and Breda in 50 pregnant women, 
both primiparae and multiparae, at the Gynae- 
cological-Obstetrical Clinic of the University of 
Pisa. Seven non-pregnant women served as controls. 
The average figures obtained were (at the end of 
pregnancy, within 24 hours of delivery, and on 
the 7th day of the puerperium respectively): for 
calcium 14.1, 12.3, and 11.3 mg. per 100 ml., for 
fibrinogen 618, 560, and 526 mg. per 100 ml., and 
for prothrombin 172.6, 151, and 152.4 per cent of 
the normal. The corresponding figures for the 
controls were: 10.7 mg. calcium per 100 ml., 450 
mg. fibrinogen per 100 ml., and 96 per cent pro- 
thrombin. The 3 factors important for clotting are 
thus present in amounts well above the normal at 
the end of pregnancy; the values diminish some- 
what after delivery and—with the exception of 
prothrombin—approximate to normal on the 7th 
day of the puerperium. These findings offer a 
scientific explanation of the well-known increase 
of coagulability of the blood during pregnancy. 

N. Alders 


31. Blood Platelet Studies During Pregnancy and 
the Puerperium. 

By C. V. Warp and J. L. MacArTHuUR. Amer. 
if. Gynec., 55, 600-608, Apr. 1948. 2 figs., 
12 refs. 

The authors discuss the difficulties in enumera- 
ting the blood platelets and the normal variations 
which have been described as resulting from 
posture, environment, menstruation, and preg- 
nancy. They record the results of 200 platelet 
counts carried out on normal women in the 2nd 
to 8th months of pregnancy. [The number of 
patients in each month is not stated, nor is there 
any reference to whether any individual patients 
were examined on more than one occasion. ] They 
plot the average results against a time axis, and 
tecord the maximum and minimum figures for each 
month. They record an average figure in pregnancy 
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of 141,000 per c.mm., as against an average for 
non-pregnant women of 182,000. The monthly 
average shows a peak at the 7th month (164,000 
perc.mm.). From 211 counts on patients in labour, 
and on the 2nd, 5th, and 9th day postpartum, a 
sharply rising graph is obtained with an average 
level of 224,000 per c.mm.on the 9th day. [Again 
the numbers on each day are not stated. Nor is 
there any record of serial observations on the same 
patient.] The findings in 17 cases of toxaemia of 
pregnancy are also recorded. The authors found a 
low figure in the group classified as severe and 
noted an apparent relation between low platelet 
count and low plasma protein level. In 45 patients, 
they were unable to demonstrate any relation 
between the platelet count and the amount of 


blood loss at the time of delivery. [This paper is . 


marred by lack of information regarding the popula- 
tions studied, as referred to in comments above. 
The authors have made no attempt at statistical 
analysis, and their recorded data are inadequate 
to permit the reader to make his own analysis. 
The word “‘ significant ’’ is frequently used, but 
not in the true statistical sense.] W. JI. C. Morris 


32. Plasma Proteins in Pregnancy. 

By J. L. MacArtuur. Amer. J. Obstet. Gynec., 
55, 382-395, Mar. 1948. 11 figs., 54 refs. 

The structure and function of the plasma pro- 
teins is outlined and the causes of hypoproteinaemia 
are enumerated. Hypoproteinaemia may be pre- 
vented by an adequate intake of biologically 
valuable protein. Until recently, protein was 
thought to be toxic to pregnant women and their 
intake was restricted. It is now, however, generally 
accepted that a high protein intake is desirable 
during pregnancy and will prevent the onset of 
toxaemia. 

A simplified copper sulphate method of estimat- 
ing plasma proteins was used in an examination of 
600 normal pregnant women and a number with 
toxaemia. Comparison with haematocrit readings 
has shown that the fall in plasma protein level 
which takes place in normal pregnancy is due to 
haemodilution. Administration of hydrolyzed pro- 
tein has no effect on the plasma proteins in normal 
pregnancy. In cases of toxaemia of pregnancy, a 
marked difference is found between plasma protein 
level and the haematocrit reading. This amounted 
to 30 per cent in cases of pre-eclampsia and was 
even higher in cases of eclampsia. Plasma protein 
levels rise rapidly after delivery in both normal 
and toxaemic patients. Protein hydrolysate given 
by mouth to toxaemic patients caused no rise in 
plasma protein level and no improvement was 
noted as regards oedema or albuminuria. A similar 
observation was made when the hydrolysate was 
given intravenously, but reactions were Common 
and the need to curtail fluid intake limited the 
amount of protein that could be given. Methionine 


GY | 
3th 
to 
th 
nd 
as, 
cal 
1, 
he 
: 
L 
| 
{ 


128 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


was given to one patient with severe pre-eclampsia; 
the result was a rapid improvement in the condition 
and a rise in the plasma protein level. The author 
suggests that the hypoproteinaemia of toxaemia 
is due to liver damage. Methionine has a beneficial 
effect on the damaged liver in experimental animals 
and it is suggested that it may prove of value in 
cases of toxaemia. Josephine Barnes 


33- Blood Proteins in Pregnancy. (Proteinas 
sanguineas durante a gravidez.) 

By S. OLIVEIRA DE Barros and J. DE OLIVEIRA 
Castro. Rev. Ginec. Obstet., 2, 541-546, Sept. 
1948. 3 figs., 24 refs. 


34. Behaviour of the Calcium Level in Blood in 
Pregnancy and the Puerperium after Induced Hyper- 
calcaemia. (Il comportamento del casso calcemicoin- 
gravidanza e in puerperio con ipercalcemia provocata. ) 

By A. PROVENZzAL. Monit, ostet.-ginec., 19, 252- 
261, July—Aug. 1948. 2 figs., 25 refs. 


35. Cholinesterase Value of Serum in Pregnancy. (I] 
potere colinesterasico del siero nello stato puerperale. ) 

By V. Gtrarpi. Monit. ostet.-ginec., 19, 242- 
251, July—Aug. 1948. 29 refs. 


36. The Source of the Histaminolytic Enzyme in the 
Blood of Pregnant Women. [In English.] 

By H. Swanserc. Acta physiol. scand., 16, 83- 
96, Oct. 12, 1948. 14 refs. 


37. Hydrolysis of Procaine as a Test of Liver Func- 
tion in Pregnancy. (L’hydrolyse de la novocaine 
comme épreuve fonctionnelle du foie de grossesse. ) 

By D. Struckt. Gynaecologia, Basel, 125, 129- 
150, Mar. 1948. 7 figs., 14 refs. 

Hazard and Ravasse in 1945 described a method 
for the determination of procaine esterase in blood- 
serum. In this article the author from the Uni- 
versity Obstetric Clinic, Berne, reports on the 
application of this test to investigation of liver 
function in pregnancy, hydrolysis curves being 
plotted at 5-minute intervals for a period of half 
an hour. It is known that 1 ml. of normal serum 
will hydrolyze 100 mg. of procaine in 30 minutes 
at 37° C., producing p-aminobenzoic acid and 
diethylaminoethanol (when the reaction is complete 
the ethereal layer is colourless). The test was 
carried out on 12 pregnant women during preg- 
nancy, labour, and the first 10 days of the puer- 
perium. The curves approached closely the normal 
curves obtained from 10 pupil midwives used as 
controls. In 12 out of 22 cases of toxaemia curves 
were definitely low, with hydrolysis incomplete at 
the end of 30 minutes, but had approached normal 
at a later examination after the termination of 
pregnancy. In two of these cases the hydrolysis 
curves were considered to give more information of 
hepatic deficiency than did other liver function tests 
employed. Incomplete hydrolysis was also recorded 
in a case of obstructive jaundice due to stone, and 
in a case of metastatic carcinoma from a primary 


growth in the rectum. The test is easy to perform 
and of value in diagnosis, for the curves are 
unaltered in catarrhal or epidemic jaundice, and 
in prognosis. E. T. Ruston 


38. Reducing Substances in the Urine in Pregnancy 
and the Early Puerperium. 

By H. E. ARcHER and B. J. Haram. Lancet, 
1, 558-559, Apr. 10, 1948. 6 refs. 

The reducing substance frequently present in 
the urine of pregnant women is often assumed to 
be lactose. This paper gives the results of tests for 
reducing substances on specimens of urine obtained 
throughout pregnancy and in the puerperium. 
Specific tests were made for the presence of lactose. 
Benedict’s quantitative reagent was used, and if 
reduction occurred the ferric chloride test was made 
to exclude salicyluric acid. All specimens in which 
reduction occurred were then tested by a modified 
form of the methylamine reaction for lactose 
(Fearon, Analyst, 1942, 67, 30). Harwood stated 
that 0.1 per cent lactose can be detected in the 
presence of 0.25 per cent glucose, higher concentra- 
tions of glucose having a masking effect. The 
authors found that when the concentration of 
glucose was half that of lactose the methylamine 
reaction was less definite. When the amounts of 
lactose and glucose were equal negative results 


. were obtained. The phenylhydrazine osazone test 


was carried out on all specimens with well marked 
reduction. 

Of 123 antenatal patients, 118 (96 per cent) had 
a reducing substance; of 777 specimens tested 501 
(64 per cent) contained reducing substance. Of 503 
controls 54 (11 per cent) had a reducing substance 
in the urine. Of 97 postnatal patients tested, 89 
(92 per cent) had a reducing substance in the urine, 
and of the 258 samples tested 210 (81 per cent) 
contained the substance. The exact timing of the 
specimen in relation to meals was not possible. All 
specimens were passed in the morning. The amount 
of reducing substance in the antenatal group varied 
from a trace to 0.15 per cent. Fourteen samples 
(1.8 per cent) contained salicyluric acid. The rest 
all gave a negative result for lactose. Known dia- 
betics were excluded from the control group. In 
the postnatal group 1.9 per cent of the total number 
of specimens examined showed reduction due to 
salicyluric acid only. In 57 per cent there was 
lactosuria, in many cases confirmed by osazone 
formation. Concentrations of ascorbic acid up to 
100 mg. per 100 ml. urine did not reduce Benedict’s 
reagent. Concentrations of 200 mg. per ml. reduced 
it slightly. _ Lilian Raftery 


39. Uric Acid Metabolism in Pregnancy. (Sul ricam- 
bio dell’acido urico in gravidanza.) 

By V. Gtrarv1. Monit. ostet.-ginec., 19, 126-133, 
Mar.-Apr. 1948. 2 figs., 12 refs. 

The uric acid content of the blood and of the 
urine of 50 healthy pregnant and puerperal women 
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was estimated by the methods of Folin and Wu 
and of Hopkins and Folin respectively at the 
Gynaecological-Obstetrical Clinic of the University 
of Florence. The Steinitz quotient (that is, the 
ratio of the highest uric acid content of the urine, 
obtained by hourly estimations during 24 hours, 
to the uric acid content of the blood during fasting) 
was ascertained. The author found a decrease in 
uricaemia during pregnancy (an average of 1.43 mg. 
per 100 ml. compared with 2 to 4 mg. in the non- 
pregnant women). The average uric acid content 
of the urine was 32.66 mg. per 100 ml. (20 to 45 
mg. apart from pregnancy) and the average 
Steinitz quotient was 21 (15 to 30 in non-pregnant 
women). Twenty-five pregnant women were given 
intravenous injections of 0.5 g. uric acid dissolved 
in 40 ml. of water. The uric acid content of the 
blood increased slightly and was only 0.25 mg. 
(normally 1 mg.) above the initial value after 2 
hours; it decreased only very slowly, often remain- 
ing somewhat above the initial value after 24 hours. 
During the puerperium there was a tendency to- 
wards return to normal of all values. The author 
considers that the hypo-uricaemia found during 
pregnancy represents a defence mechanism against 
the diminished concentrating power of the kidneys 
for uric acid in that condition. 

[It appears reasonable to regard these findings 
as an expression of the general tendency of the 
pregnant organism towards a positive nitrogen 
balance, about 145 g. of nitrogen being retained for 
the foetus, placenta, and uterus. | N. Alders 


40. In vitro Fertilization and Cleavage of Human 
Ovarian Eggs. 

By M. F. MENKIN and J. Rock. Amer. ]. Obstet. 
Gynec., 55, 440-452, Mar. 1948. 3 figs., 22 refs. 

Little is known of the early development of the 
human ovum. The authors of this paper have 
studied 800 human follicular eggs obtained from 
material removed at operation. Of these, 138 were 
cultured and exposed to human sperms in vitro 
by a special technique. In 4 of the latter cleavage 
took place, and the paper describes fully the appear- 
ances of these and the methods used. [This paper, 
like one on the same subject in the preceding 
number of this Journal, is a most important and 
valuable contribution to embryology. It should be 
read in full. ] The ova were cultured in blood-serum 
and kept at 37.5° C. After 27 hours’ incubation 
they were exposed to a “‘ fertilizing suspension ’’ 
of spermatozoa which was a specimen of semen 
concentrated by centrifuging. After exposure the 
ovum was again cultured in blood-serum for 40 
hours. By this time division had taken place. 
Two specimens reached the 2-cell stage and 2 the 
3-cell stage. The detailed appearances are described, 
and a comparison is made with experiments on 
monkey eggs obtained by tubal washing. The time 
telations are believed to be much the same. 

Kenneth Bowes 
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41. Are the Hofbauer Cells of the Chorionic Villi of 
Functional Significance? (Haben die sogenannten Hof- 
bauerzellen der Chorionzotten funktionelle Bedeut- 
ung?) 

By G. Hérmann. Zbl. Gynik., 69, 1199-1205, 
1947. 4 figs., 14 refs. 

The literature on the origin and function of the 
Hofbauer cells is reviewed and the divergent views 
are briefly described. The author, by using very 
fresh material and fixing it immediately in 10 per 
cent formalin, has always been able to demonstrate 
the presence of Hofbauer cells in immature 
chorionic villi. The cells, which lie free in the 
stroma between the fibrils, are large and round 
with deeply staining vacuolated protoplasm and 
mitotic multiplication. These characteristics were 
noted in all fresh immature chorionic villi, and the 
conclusion is drawn that the cells are of functional 
significance for the immature villus, just as is the 
Langhans cell. Both types of cells appear to be 
necessary for the normal development of the villus. 
The absence of Hofbauer cells may suggest a patho- 
logical change in the chorionic villus. 

W. P. Hirsch 


42. Sterol Content of the Interstitial Gland and 
Corpora Lutea of the Rat, Guinea-pig and Rabbit 
Ovary During Pregnancy, Parturition and Lactation. 
{In English. 

By L. Crarsson and N-A. Acta anat., 
Basel, 5, 301-305, 1948. 8 refs. 


43. Supply of Iron to the Foetus. 
fétalen Eisenversorgung.) 

By W. WipMer. Schweiz. med. Wschr., 78, 
439-444, May 8, 1948. 1 fig., 15 refs. 

Investigation of 68 uncomplicated births has 
shown that the serum iron of the mother must be 
considered to be the source of the foetal iron. The 
serum-iron level in the umbilical vein is, in the 
majority of cases, higher than that in the umbilical 
artery; more iron is therefore carried to the foetus 
than from the foetus. The iron content of the 
maternal blood is generally lower than that in the 
blood of the umbilical cord, but there is a certain 
correlation between the two; a comparatively high 
foetal iron content corresponds to a high content 
in the maternal blood and vice versa. The serum- 
iron content of pregnant women is subject to 
enormous variations ranging from 0.055 to 0.257 
mg. per 100 ml. There is no relation between the 
haemoglobin value of the mother’s blood and the 
serum iron in the blood of the umbilical vein. The 
author draws the following practical conclusions 
from his investigations. Complications of preg- 
nancy and labour in the form of infection or 
toxaemia may aggravate the physiological anaemia 
of the infant by reducing the supply of maternal 
iron. The maternal iron is retained in the reticulo- 
endothelial system in order to combat the infec- 
tion. In these cases there is an increased passage 
of serum iron from the foetus to the placenta. The 
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foetus compensates for this reduction by pre- 
maturely drawing upon its iron reserves kept in 
readiness for the first months of extrauterine life; 
consequently these reserves are exhausted sooner 
than in healthy infants, and there is a pronounced 
reduction in the haemoglobin during the first year. 
Haemoglobin estimations carried out immediately 
after birth gave on the average the same values 
in healthy and affected newborn infants (excluding 
premature infants). After approximately 7 months 
the haemoglobin value in babies whose iron supply 
was disturbed was found to be 12.5 per cent lower 
than in infants of mothers whose pregnancy and 
labour had been normal. The increased passage 
of iron to the placenta may serve to form a barrier 
in the utero-placental area for the protection of 
the infant against infective organisms and toxins. 
W. Mestitz 


44. The Permeability of the Human Placenta to 
Sodium in Normal and Abnormal Pregnancies and the 
Supply of Sodium to the Human Fetus as Determined 
with Radioactive Sodium. 

By L. B. FLexner, D. B. Cowtr, L. M. HELL- 
MAN, W. S. WILDE and G. J. VOSBURGH. Amer. 
J. Obstet. Gynec., 55, 469-480, Mar. 1948. 3 figs., 
11 refs. 

These observations were made on 27 women in 
whom pregnancy was terminated by vaginal 
hysterotomy before viability or by Caesarean 
section or pelvic delivery at or near term. Previous 
studies had been carried out on the placentas of 
animals representing each of Grosser’s 4 morpho- 
logical types. When a radioactive isotope is used 
in biological research it is mixed with a pre- 
ponderant quantity of its naturally occurring non- 
radioactive isotope. The radioactive substance is 
used to ‘‘ or ‘‘ label the naturally occurring 
substance, so that the latter may be distinguished 
from that already present in the body. The 
fundamental assumption in the use of a radioactive 
isotope to measure placental permeability is that 
the tracer substance crosses the membrane precisely 
as does its naturally occurring isotope. Hence the 
two isotopes cross the placenta in the same pro- 
portion as that found in the fluid bathing it. 

Permeability was found to increase as gestation 
proceeded, the peak occurring at the 36th week, 
when it is approximately 70 times as great as at 
the 9th week. This peak is followed by a rapid 
decline until term, and these changes in per- 
meability can be correlated with the morpho- 
logical changes in the placenta—the size and 
number of villi, their vascularity, the characters 
of their epithelial covering, and the deposition of 
fibrinoid on their surface. The permeability was 
found to be normal in 5 patients with hypertension 
and 2 with cardiac disease, and it was not affected 
by the type of anaesthesia used during labour. A 
reduction was noted in 1 of 2 cases of pre-eclampsia. 

F. J. Browne 


45. The Chemical Histology of the Human Placenta 
and Decidua with Reference to Mucopolysaccharides, 
Glycogen, Lipids, and Acid Phosphatase. 


By G. B. Wistocki and E. W. DEMPsEy. Amer, 
J. Anat., 83, 1-41, July 1948. 25 figs., 39 refs. 


The histochemical reactions of the placenta and 
decidua were studied on material from 9 human 
uteri obtained by hysterectomy between the 8th 
and 16th weeks of pregnancy. Metachromasia was 
investigated, material being fixed in 4 per cent basic 
lead acetate and stained with 0.5 per cent aqueous 
toluidin blue. The trophoblast showed faint and 
inconstant metachromasia, which disappeared 
after treatment with ribonuclease, and was.there- 
fore attributed to the presence of ribonucleoprotein. 
The metachromasia in Wharton’s jelly, the coats 
of the umbilical vessels, the stroma of the placental 
surface, and the walls of the larger placental vessels 
was intense and constant, and uninfluenced by 
ribonuclease. It was thought to be due to muco- 
polysaccharides. Metachromasia was also observed 
in the ghosts of degenerated placentae villi and in 
the basement membrane of the line of junction of 
the stroma of the villi with cytotrophoblast. This 
was also unaffected by ribonuclease. In the wall 
of the uterus, metachromasia was found in the 
matrix and some cells of the decidua, in the uterine 
secretion, and in the walls of the endometrial spiral 
arteries. With the exception of the decidual cells, 
metachromasia in these sites was only a little 
affected by ribonuclease. 


The Bauer technique was used to demonstrate 
glycogen and some mucopolysaccharides. The 
former could be removed by digestion in saliva. 
Glycogen was found in the cytotrophoblast, in the 
mesenchyme cells of the umbilical cord, and in the 
stroma cells of the placental villi, as well as in 
smooth muscle cells. It was very abundant in the 
epithelial lining of the endometrial glands and in 
many decidual cells. Bauer-positive saliva-in- 
soluble material was found in the secretion of the 
endometrial glands. The McManus periodic acid 
method was used to stain collagenous reticulum, 
fibrin and fibrinoid, glycogen, and mucus. The 
secretion of the endometrial glands stained intensely 
by this method. The cytoplasm of the glandular 
epithelium was also stained. The distribution of 
lipids was studied by means of Sudan black stain- 
ing, and also by the polarising microscope. Bire- 
fringent sudanophil droplets were found in the 
placental syncytium, but not in the cytotropho- 
blast. Non-birefringent lipids were found in the 
epithelium of the uterine glands,and in the decidual 
cells. Acid glycerophosphatase was demonstrated 
by incubating sections with sodium _ glycero- 
phosphate. The enzyme was found in_ the 


syncytium, but was scanty in the cytotrophoblast. 
The epithelium of the uterine glands was intensely 
R. Barer 


stained by this method. 
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46. Placental-fetal Weight Ratios. 
By J.G. Smncrair. Tex. Rep. Biol. Med., 6, 168- 
175, 1948. 1 fig., 15 refs. 


47. The Guterman Test for Pregnancy. 

By W. H. H. Merivate. Brit. med. J., 1, 685- 
686, Apr. 10, 1948. 18 refs. : 

This paper records a trial of the Guterman test 
in diagnosis of pregnancy. The test is based on 
production of an orange-yellow colour when free 
urinary pregnanediol is treated with concentrated 
sulphuric acid, but the range of colour is con- 
siderable so that the distinction between a weak 
positive and a negative result may be extremely 
difficult. 

A series of 107 tests was made in 105 patients; 
79 of these were pregnant and the test was positive 
in 45 and negative in 34 of this group. In the non- 
pregnant women the test was positive in 4 and 
negative in 22. The accuracy of the test increased 
at the 5th month of pregnancy so that in all preg- 
nancies at this stage a positive result was obtained, 
but results were much less accurate during the 
earlier months and again during the later months. 
In another group of 33 patients 47 tests were carried 
out in an attempt to predict the outcome in 
threatened abortion. Of 20 patients in whom the 
test was positive pregnancy continued in 17, while 
in 13 cases in which it was negative abortion 
occurred in 11. 

The results obtained did not support the view 
that the test is reliable enough for adoption as a 
routine laboratory procedure. The author points 
out that pregnanediol excretion in the second half 
of the normal menstrual cycle is so little different 
from that in the first 3 months of pregnancy that 
it is doubtful whether any test based on pregnane- 
diol excretion is likely to be of much value in the 
accurate diagnosis of early pregnancy. In prediction 
of the course of threatened abortion the results 
presented in this paper appear to have been more 
accurate, but the author feels that the results of 
the test are so variable that this may well have 
been due to chance and that little weight should 
be attached to the reaction when the life of the 
ovum is in the balance. 

(This paper confirms Bender’s conclusion, 
Abstract 88, that the test is insufficiently accurate 
for pregnancy diagnosis. As regards threatened 
abortion, however, the results taken in conjunction 
with those of Bender suggest that the test may be 
a valuable aid in prognosis and treatment. ] 

J. A. Chalmers 


48. Biological Diagnosis of Pregnancy with the Male 
Bufo marinus. (Diagndstico biolégico da gravidez 
utilizando o Bufo marinus macho.) 

By O. R. Lima and O. G. PEREIRA. An. brasil. 
Ginec., 12, 245-252, Oct. 1947. 5 figs., 2 refs. 

Because of the difficulty of obtaining Xenopus 
laevis for the Hogben pregnancy test, the authors 
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are using the Galli Mainini test first introduced in 
Buenos Aires. As Bufo arenarum Hensel, the 
species of frog used in the original test, is not 
available in Rio de Janeiro, the work has been 
carried out on the male toad, Bufo marinus, in 
which the findings are identical. 

A drop of urine is withdrawn from the cloaca 
with a fine blunt pipette and a control examination 
made for spermatozoa. Ten ml. of morning urine 
is then injected into the dorsal lymphatic sac, and 
further specimens of urine are withdrawn from the 
cloaca for examination at half-hourly intervals up 
to 3 hours. If the result is positive, numerous 
motile spermatozoa are found. Experimental work 
shows that a positive result can be obtained with 
20 units of chorionic gonadotrophin, and that the 
giving of larger amounts does not hasten the speed 
of the reaction. Negative results are found after 
the injection of oestrone, progesterone, water, and 
saline. The reaction is not affected by the exposure 
of the animal to a lower temperature. Clinical tests 
were carried out 50 times in patients with amenor- 
rhoea varying in duration between 5 and 50 days, 
and results were obtained in from 30 to 120 minutes. 
In all the cases with positive results the clinical 
findings agreed, and among these were 2 cases of 
ectopic pregnancy. In some cases the Friedman 
test was also carried out, and the results, both 
positive and negative, always coincided. The 
authors consider that this test should be tried on 
a larger scale, since it is as reliable as the Fried- 
man test and more rapid. Bryan Williams 


49. New Studies on the Biological Diagnosis of 
Pregnancy by the Galli Mainini Reaction. (Nouvelles 
recherches de diagnostic biologique de la grossesse par 
la réaction de Galli Mainini.) 

By S. Forttn, L. SMoLenscur, and G.-C. 
Teoporu. C.R. Soc. frang. Gynéc., 18, 140-142, 
May-Sept. 1948. 8 refs. 


50. The Galli Mainini Reaction for the Diagnosis of 
Pregnancy. (Sulla reazione biologica de Galli Mainini 
per la diagnosi di gravidanza.) 

By L. Nostt. Riv. ital. Ginec., 31, 352-360, 
1948. 13 refs. 


51. Breeding the South African Clawed Toad, 
Xenopus laevis, (Die Zucht des siidafrikanischen 
Krallenfrosches Xenopus laevis Daudin.) 

By W. Ocust. Gynaecologia, Basel, 126, 57-77, 
Aug. 1948. 12 figs., 21 refs. 


52. Pregnancy Test using the Male Toad. 
By M. Hatnes. Nature, Lond., 162, 416, Sept. 
11, 1948. 3 refs. 


53. Biological Pregnancy Tests with the Male Bufo 
vulgaris and Rana esculenta. (Prove biologiche di 
gravidanza di Bufo vulgaris e di Rana esculanta.) 

By E. Arch. Ostet. Ginec., 53, 193- 
206, May-June 1948. 6 refs. 
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54. Biological Diagnosis of Pregnancy by Tests on 
Male Toads and Frogs Commonly Found in France. 
(Diagnostic biologique de la grossesse par test sur 
crapauds et grenouilles males communs en France.) 

By J. Creze and P. Fonty. Ann. Biol. clin., 6, 
326-331, July—Aug. 1948. 

55. The Use of the Male North American Frog 
(Rana pipiens) in the Diagnosis of Pregnancy. 

By S. L. Rospins and F. Parker. Endocrinology, 
42, 237-243, Apr. 1948. 2 figs., 6 refs. 

Xenopus laevis has proved unsatisfactory as a 
test animal for the diagnosis of pregnancy. The 
female South American toad (Bufo marinus) reacts 
by form of ovulation to the implantation of toad 
. pituitary, and so does the female frog Rana pipiens 
if homologous pituitary is used. The effectiveness 
of mammalian pituitary on the female Rana pipiens 
was demonstrated by Wright and Hisaw in 1947. 

In this paper the authors make a preliminary 
report on the use and reliability of Rana pipiens 
in the routine diagnosis of pregnancy. The 
advantages are the abundant supply of frogs, low 
cost, and the fact that a reaction is obtained with 
untreated urine within 1 hour to 2 hours. Analyses 
of 112 urines from women known or suspected to 
be pregnant form the basis of this report. In every 
instance where unequivocal clinical evidence of 
pregnancy was lacking, parallel tests were per- 
formed on rats and rabbits. An additional series 
of 10 specimens from normal girls having regular 
menses was also tested. 

The technique of the test is described. The first 
morning urine was used, and the results read with- 
in 2 hours; 78 specimens were from pregnant 
women, 34 from women with amenorrhoea but 
with negative Aschheim-Zondek or Friedman 
tests. There were 77 correct positive results, 44 
correct negative results, no false positive results, 
and 1 false negative result in a woman with 6 
weeks’ amenorrhoea, where the gonadotrophin titre 
was still very low. In the present series the earliest 
pregnancy detected was that in a patient 7 days 
after her first missed period. A comparison by 
serial dilutions of a single known positive urine 
on a series of male Rana pipiens and immature 
female rats showed the frog and immature rat to 
be approximately equally sensitive. Occasionally 
specimens are toxic to frogs. Methods of detoxica- 
tion of urines are sorely needed for all bio-assay 
techniques. Frogs are used only once for experi- 
mental purposes as they are difficult to feed, living 
on live insects, and under laboratory conditions 
their metabolism is raised above hibernating level. 
It has yet to be seen whether the frog is suitable 
for experimental use throughout the year and what 
precautions, if any, may have to be taken during 
their breeding season. Lilian Raftery 


56. Pregnancy Test Using the Male Batrachia. 
By C. GaLyi-MaIninI. - J. Amer. med, Ass., 138, 
121-125, Sept. 11, 1948. 36 refs. 


57. Effect of Pregnancy Urine on Barbus Stigma 
(Day). 

By R. P. Varma and S. K. NaGar. J. Indian 
med. Ass., 17, 323-325, July 1948. 


58. Reactivity of Some Species of Male Salientia 
to Injection of Small Doses of Urine from Pregnant 
Women, after Concentration by Aeration of Urine, 
(Réactivité de quelques espéces d’Anoures miles, 4 
l’injection de faibles doses d’urine de femme enceinté, 
aprés concentration par moussage des urines.) 

By L. Gatien. C. R. Soc. Biol., Paris, 142, 
833-835, June 1948. 5 refs. 


59. Radiography in Obstetrics. (La radiographie en 
obstétrique. ) 

By A. Granjon. Rev. frang. Gynéc., 43, 259- 
268, July-Sept. 1948. 


60. Ante-natal Clinics in Relation to General Prac- 
tice. 

By M. Satmonp. Med. Press, 220, 389-391, Nov. 
10, 1948. 2 refs. 


61. Serum Proteins in Pregnancy. Effect of Food 
Rationing and Relation of Serum Protein Level to 
Edema. 

By J. W. WorsHam. Texas J]. Med., 44, 299- 
302, Aug. 1948. 23 refs. 


62. Reduction of Maternal and Infant Morbidity and 
Mortality Through Controlled Nutrition. 

By R. Lurkarr. Texas ]. Med., 44, 295-208, 
Aug. 1948. 9 refs. 


63. The Significance of Trueta’s Investigations for 
the Pathogenesis of Eclampsia. (A Trueta-féle 
vizsgalatok jelentédsége az  eklampsia _patho- 
genesisében. ) 

By S. FEKETE. Orv. Lapja, 4, 1049-1051, Aug. 
15, 1948. 12 refs. 


64. Vomiting of Pregnancy. Its Cure even in the 
Most Severe Cases. (Vomissements de la grossesse. 
Leur guérison, méme dans les formes les plus graves.) 

By R. Leven. Rev. méd. Suisse rom., 68, 545- 
560, Sept. 25, 1948. 


65. Experimental Observations on Auto-intoxica- 
tion in Pregnancy. (Contributo sperimentale alla 
dottrina dell’autointossicazione gravidica.) 

By L. Coppota. Ginecologia, Torino, 14, 212- 
227, May 1948. 26 refs. 


After discussing the various hypotheses of the 
aetiology of toxaemias of pregnancy and indicating 
that he favours the theory of placental auto- 
intoxication, the author reviews tke cases of severe 
toxaemia observed at the Municipal Hospital of 
l’Aquila during the 16-year period 1930-45. Among 
5,434 obstetrical admissions there were 86 cases 
(1.58 per cent) of severe toxaemia, 44 being cases 
of eclampsia which resulted in 10 maternal deaths 
and 16 foetal deaths. In 20 per cent of all toxaemias 
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foetal death occurred. During the second half of 
the 16-year period the maternal mortality rate 
dropped to 14 per cent, the foetal (in frank 
eclampsia) to 21 per cent. This is ascribed to the 
author’s increasingly conservative line of treat- 
ment. During the war years (1940-5) the incidence 
of toxaemia in general, and of eclampsia in 
particular, dropped to 1.4 per cent and 0.65 per 
cent of all admissions respectively. 

The author performed experiments on 4 rabbits, 
injecting intracardially or intravenously an extract 
prepared from healthy human placentas. In all 
cases albuminuria and convulsions were observed 
and the animal died. The convulsions were 
accentuated and death was accelerated by sub- 
cutaneous or intravenous administration of large 
amounts of normal saline. Necropsy revealed gross 
cerebral oedema. 

Injection of blood and placental extract from 
eclamptic women into 2 rabbits failed to produce 
albuminuria or convulsions in spite of massive 
saline infusions. On both clinical and experimental 
evidence, the author strongly advises abandonment 
of parenteral administration of large amounts of 
fluid in toxaemia, as this accentuates cerebral 
oedema and angiospastic crises. N. Alders 


66. The Significance of Rh-incompatibility in 
Toxaemia of Pregnancy. Preliminary Communication. 
(Az Rh-incompabilitas jelentésége a terhességi toxi- 
cosisok létrejéttében. ) 

By L. Pataky. Orv. Lapja, 4, 999, Aug. 1, 1948. 


67. Serological 
serologiai 
hességben. ) 

By S. ARANyr and M. Lapinc. Orv. Lapja, 4, 
1051-1055, Aug. 15, 1948. 19 refs. 


Incompatibility in Pregnancy. 
ésszeférhetetlenség szerepe a_ ter- 


68. Plasma Volume, Total Circulating Protein, and 
“ Available Fluid ’’ Abnormalities in Pre-eclampsia 
and Eclampsia. 

By E. D. Frets and J. F. Kenney. /. clin. 
Invest., 27, 283-289, Mar. 1948. 4 figs., 18 refs. 

Changes in plasma volume, total circulating 
protein, and ‘‘available fluid’’ volume were 
observed in 4 cases of mild pre-eclampsia, 3 cases 
of severe pre-eclampsia, and 2 of eclampsia. 
Similar investigations were made in 2 control 
groups of 7 normal pregnant women and 6 normal 
non-pregnant women. All patients with mild pre- 
eclampsia had hypertension, oedema, and albu- 
minuria. In the severe cases there were also oliguria, 
visual disturBances, and/or epigastric pain. Plasma 
volume was determined with the dye T 1824 by a 
method previously described by the present authors 
and total protein content was determined from the 
plasma specific gravity. ‘‘ Available fluid ’’ volume 
was measured with 5 per cent sodium thiocyanate 
solution and included all the fluid spaces to which 
thiocyanate is distributed at equilibrium. 
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The mean reading for ‘‘ available fluid ’’ in severe 
pre-eclampsia and eclampsia was 321 ml. per kilo 
body weight. In normal pregnancy the figure was 
282 ml. per kilo and in the non-pregnant group 245 
ml. per kilo. The available fluid volume corre- 
sponded well with the degree of oedema. The mear 
plasma volume in the non-pregnant patients was 
44.8 ml. per kilo, and in normal pregnancy rose 
considerably to 59.1 ml. per kilo. In the cases of 
severe pre-eclampsia and eclampsia the mean 
plasma volume was 44.3 ml. per kilo, that is, the 
figure more nearly resembled that in the non- 
pregnant controls than in the pregnant controls. 
Thus in normal pregnancy an increase in the 
“available fluid’’ volume was balanced by a 
commensurate increase in plasma volume. In severe 
toxaemia, however, the plasma volume was corre- 
spondingly much lower than the volume of the 
greatly increased extracellular fluid. The total 
circulating protein in pregnancy was 3.6 g. per 
kilo, compared with 2.8 g. per kilo in the non- 
pregnant women, the increase being due to an 
enlargement of plasma volume rather than to an 
increased plasma protein concentration. In severe 
pre-eclampsia and eclampsia the total circulating 
protein was reduced to 2.2 g. per kilo, partly owing 
to a reduction in plasma volume and partly to a 
reduction in plasma protein concentration. 

In mild pre-eclampsia the marked changes seen 
in severe pre-eclampsia were absent. Mean plasma 
volume was 55.8 ml. per kilo, total circulating 
protein 3 g. per kilo, and “‘ available fluid ’’ 285 ml. 
per kilo. The relation between plasma volume and 
total circulating protein on the one hand, and 
‘* available fluid ’’ on the other, was little changed 
from that found in normal pregnancy. 

It is suggested that interstitial fluid pressure rises 
when oedema develops in normal pregnancy. This 
leads to plasma dilution but excess protein is added 
to the circulation to maintain normal osmotic 
pressure so that the relation of plasma to “ avail- 
able fluid’’ remains approximately the same as 
in the non-pregnant state. In severe pre-eclampsia, 
however, the needed excess of circulating protein 
cannot be maintained, and consequently plasma 
osmotic pressure falls and plasma volume decreases. 
Although these observed abnormalities are probably 
the result rather than the cause of disease, they 
may play an important part in the production of 
oliguria, cerebral oedema, and vascular collapse. 
The importance, therefore, of an adequate protein 
intake in the prophylaxis of toxaemia of pregnancy 
would appear to merit further investigation. 

J. A. Chalmers 


69. Three Observations of Dysgravidia (Toxaemia of 
Pregnancy without Albuminuria). (Considérations sur 
la dysgravidie. Trois observations de dysgravidie 
sans albumine.) 

By H. Piceaup. Rev. frang. Gynéc., 43, 121- 
125, Apr. 1948. 
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During the latter months of pregnancy an illness 
peculiar to pregnancy, characterized by albumi- 
nuria, oedema, and hypertension, is commonly 
observed. The author has previously suggested the 
term ‘‘ nephropathy of pregnancy ’’ for this condi- 
tion. This stresses the importance of the renal 
manifestations; it also takes account of the fact 
that these must be considered evidence of a general 
illness and that albuminuria in particular, while 
so important in attracting attention to the patient, 
is merely one element in the clinical picture. In a 
cerain number of cases this disease of pregnancy 
may be observed for several weeks before any 
albuminuria appears, and in a second group there 
may be no albuminuria whatever. For the former 
group the term “‘ nephropathy ’’ remains applic- 
able, but for the latter it is quite unsuitable and 
the term ‘‘ dysgravidia ’’ is proposed instead. 


Dysgravidia should be considered as evidence of 
disturbance of the normal physiological equilibrium 
resulting from uneven breakdown of the special 
biological state which maintains the living ovum 
in the uterus. This breakdown should proceed 
harmoniously during the last weeks of pregnancy 
until it reaches the point when labour is initiated. 
There is a special physiological balance during 
pregnancy attained by changes occurring during 
the ‘early weeks (if these are imperfectly balanced 
the symptoms of hyperemesis gravidarum appear). 
These changes are maintained throughout the preg- 
nancy until about the 7th month, when disintegra- 
tion begins. This disintegration proceeds until the 
uterus goes into labour because of the diminution 
or disappearance of a whole series of elements 
indispensable to the continuance of the pregnancy. 
Various points may be brought forward in support 
of this hypothesis, such as cessation of activity of 
the corpus luteum of pregnancy from about the 
7th month, progressive senescence of the placenta, 
a fall in the level of gonadotrophic hormones and 
other changes in the hormonal balance. The author 
therefore considers that the symptoms of the 
special disease of the late months of pregnancy are 
due to a premature or misdirected dislocation of 
the various biological factors which together main- 
tain the normal pregnancy state, and he points out 
the rarity of any specific disease of pregnancy 
during the 3rd to the 7th months, the period in 
which this special physiological balance peculiar 
to pregnancy is fully developed. 


Three cases: are recorded in which dysgravidia 
without albuminuria was observed. All of these 
were characterized by severe oedema with marked 
gain in weight. One went on to eclampsia, albumi- 
nuria appearing only after an attack of fits. In 
the others no albuminuria was observed. The 
author emphasizes the importance of observing 
blood-pressure and weight changes as well as urine 
analysis in the management of pregnancy. 

J. A. Chalmers 


70. Observations on Pre-eclampsia, Eclampsia and 
Hypertensive Vascular Disease in Pregnancy. 

By R. A. Ross, F. B. Carter, S. S. LAMBetu, 
and R. N. Creapick. Sth. med. J., 41, 803-809, 
Sept. 1948. 9 refs. 


71. Fifty-four Deaths Occurring in Pregnant 
Patients who had Hypertension. 

By R. A. Ross, S. S. LAMBETH, W. L. THoMas, 
and F. B. Carter. Amer. J. Obstet. Gynec., 55, 
591-599, Apr. 1948. 17 refs. 

An analysis has been made of 54 patients with 
blood-pressure above 140/90 who died during preg- 
nancy or in the immediate puerperium. Deaths 
from eclampsia were excluded. The purpose of 
this analysis was to estimate the prognosis in similar 
patients and to help in treatment. 

The authors discuss the difficulty of grouping 
accurately the toxaemias of pregnancy, even after 
post-mortem investigation. They point out that 
the steady increase in the relative importance of 
hypertension in pregnancy as a cause of maternal 
mortality is in keeping with the increase in chronic 
vascular renal disease as a cause of death in the 
general population. They believe that most of 
these 54 patients had hypertension previously and 
they do not consider it necessary to differentiate 
hypertensive disease from late pre-eclamptic 
toxaemia. Of the 54 patients 45 were multiparae; 
most of them were 30 years of age or over. Only 
17 of 58 infants survived the neonatal period. Post- 
mortem Caesarean section was performed 4 times 
without obtaining a living child, and the authors 
do not consider this a worth-while procedure. 
Fifteen of the 16 patients whose infants survived 
had a diastolic pressure greater than 100; in 6 of 
these, pressures were 120 or greater. Systolic 
pressures were not recorded because their varia- 
bility made them of less value than the diastolic 
readings. 

Ocular changes, such as thinning and tortuosity 
of vessels, increased light reflex, A-V nicking, and, 
in a few instances, haemorrhages and exudates, 
were relatively constant findings. Twenty-five ot 
the women were thought to have enlarged hearts, 
this was determined clinically and by X-ray 
examination. Thirty-three of 46 patients were 
definitely overweight; in 8 patients the state of 
nourishment was not recorded. 

The authors consider that the laboratory findings 
in hypertensive disease are seldom significant in 
the earlier stages. Whenever there are urinary 
changes, however, the prognosis is more serious. 
In only 7 of 51 urine examination#’were there 
negative findings. ‘‘ The urine changes always 
included albuminuria, frequently cylindruria, and 
almost never haematuria.’’ The blood chemistry 
findings are given in the following table. 

The fact that half of the patients were delivered 
within 3 days of admission to hospital indicates 
early intervention, but the fact that 9 died 
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| Uric Plasma AIG 

| Acid Proteins Ratio 
Total obtained 21 
Normal es ne ‘ee 8 7 4 
High (4 mg. or more) 35 
Below 1 17 


undelivered suggests a conservative attitude. Seven 
deaths followed therapeutic abortion, a high pro- 
portion when it is recalled that the operations were 
performed to relieve patients of an early pregnancy. 
The results of induced labour are compared with 
those of spontaneous labour and of Caesarean 
section. The causes of death are analyzed in the 
following table: 


| 
| 
| 


5 
a 
Number in 14 8 3 12 1 16 54 
each group .. 
Grossly enlarged 10 4 2° 6 1 2 25 
hearts .. 
Medical consulta- 13 4 3 1 6 32 
Neropsies 10 4 O 6 J 9 30 


Probably the most unexpected finding in the 
large number of patients who died was circulatory 
collapse. In 8 of 45 patients who were delivered 
labour lasted more than 20 hours, and in 4 it lasted 
more than 40 hours. Ether was given to 8 patients; 
one received caudal, one spinal, and 10 local anal- 
gesia; the remainder had no anaesthesia. __ 

The authors conclude that in the hypertensive 
woman with enlarged heart, changes in the optic 
fundi, and albuminuria, the prognosis in pregnancy 
is poor. G. Gordon Lennon 

72. Hypertension in Pregnancy. (Graviditetshyper- 
tension. ) 

By L. Werxo. Nord. Med., 40, 1857-1864, Oct. 
15, 1948. 1 fig., 21 refs. 

73. Observations on Arterial Hypertension during 
Pregnancy. (Remarques sur les hypertension arteri- 
elles au cours de la grossesse.) 

By C. Gamma and F. Marcotonco. Sem. 
Paris, 24, 2633-2637, Nov. 2, 1948. 20 refs. 

74. Blood Pressure in the Ocular Fundus and its 
Significance in Toxaemias of Pregnancy. (A szemfenéki 
vérnyomas értékelése a terhességi mérgezések kapcsan. ) 

By S. Eross and G. Tarjan. Orv. Hetil., 89, 
406-410, Sept. 26, 1948. 2 figs. 

75. Heparin in the Treatment of Toxemia of Preg- 
nancy, A Preliminary Report. 

By J. V. S. and H. Amer. J. 
oe Gynec., 55, 326-331, Feb. 1948. 2 figs., 
12 refs. 
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There is some evidence that there is an increase 
of fibrinogen and possibly thrombosis in the blood 
of patients suffering from toxaemia of pregnancy. 
This predisposes to a decreased coagulation time 
and generalized diffuse thrombi. It is logical in 
such cases, therefore, to use heparin in treatment 
because of its anticoagulant action. 

One case of toxaemia of pregnancy, in a 33-year- 
old unmarried primigravida, was treated in this 
way. The patient was admitted with vaginal 
bleeding and several weeks’ history of oedema, 
headache, and drowsiness; she had been pregnant 
about 26 weeks. Blood-pressure was 184/90; there 
was oedema of the hands, feet, and sacral area, 
and the urine was nearly solid with albumin. Her 
condition improved with general treatment, and 
she was discharged after a fortnight in hospital, to 
be re-admitted some 3 weeks later with a recurrence 
of toxaemia, of approximately the same severity. 
This time she was given a continuous intravenous 
infusion containing heparin—150 mg. in all—in 
distilled water and 5 per cent dextrose. Clotting 
time, which was normal before heparin was given, 
was 18 minutes by the Lee-White method when 
the drug was discontinued. There was general im- 
provement in the patient’s condition, blood- 
pressure returning to normal and the albuminuria 
disappearing. She went into labour spontaneously 
on the 13th day after admission, and gave birth 
to a living child weighing 1.6 kg. (3% lb.), which 
presented by the breech. The infant made steady 
progress. D. M. Stern 


76. Treatment of Toxaemias of Pregnancy with 
Hypertonic Glucose-saline, sometimes Associated with 
Magnesium Sulphate. (Sobre o tratamento das toxi- 
coses gravidicas pelo soro glicosado hipertédnico, 
associado ou nao ao sulfato de magnésio.) 

By F. pe Atmeipa. Portugal méd., 32, 283-287, 
June-July 1948. 9 refs. 

77. The Overtreatment of Eclampsia. 

By W. F. Mencert and R. L. HeRmgs. Jj. 
Missouri med. Ass., 45, 643-646, Sept. 1948. 

78. Eclampsia Control. 

By T. F. Corky. N. Z. med. J., 47, 309-316, 
Aug. 1948. 

79. The Treatment of Eclampsia by Means of 
Regional Nerve Block. 

By F. E. Wuiracre, R. A. Hincson, and H. B. 
TuRNER. Sth. med. J., 41, 920-922, Oct. 1948. 

80. A Case of Utero-placental Apoplexy in an 
Elderly Primigravida. 

By O. N. Stern. Delaware med. J., 20, 226- 
229, Oct. 1948. 4 refs. 

81. Review of Forty Cases of Placenta Praevia 
Treated in the Eden Hospital, Calcutta, with 
Suggestions for the Improvement of Results. _ 

By O. N. Stern. Delaware med. J., 20, 226- 
June 1948. 26 reis. 
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82. The Possible Significance of Arterial Visualiza- 
tion in the Diagnosis of Placenta Previa: A Preliminary 
Report. bd 

By L. J. Hartnetr. Amer. J. Obstet. Gynec., 
55, 940-952, June 1948. 7 figs., 31 refs. 

Arteriography, designed to demonstrate the 
maternal circulation in the placenta, was performed 
under ‘‘ pentothal ’’ anaesthesia and either 80 per 
cent sodium iodide solution or 70 per cent 
“‘ diodrast ’’ (diodone) was used. Intradermal skin 
tests were first carried out, and then very small 
quantities of the solution were injected intra- 
venously to exclude sensitivity. If no untoward 
reaction was observed the patient was then anaes- 
thetized in the prone position and puncture of the 
aorta performed from a paravertebral approach, a 
50-ml. syringe and high pressure tubing being used. 
Extravasation occurred in 13 of 68 cases, but with- 
out serious sequelae, apart from pain. Two cases 
of placenta praevia were observed in this series, 
the diagnosis being confirmed during delivery. The 
author considers the method of use in deciding 
between antepartum haemorrhage and placenta 
praevia. He concludes that his procedure is sound 
and the failures have been ‘‘ results of errors in 
technique, rather than a lack of fundamental 
soundness ’’. 

[This last comment raises the issue whether any 
procedure can be fundamentally sound when, for 
the purposes of diagnosis, such heroic risks must be 
undertaken as the author describes. It is open to 
question whether the exposure of 66 normal women 
to this formidable procedure justified the possibility 
of diagnosing placenta praevia in the 2 other cases, 
which could probably have been diagnosed by 
other means. Nevertheless the procedure is of 
interest if the technical problem of the introduction 
of contrast media into the circulation can be over- 
come by a method less hazardous than the one 
described. ] B. Sandler 


83. X-ray Diagnosis of Placenta Praevia. (Zur 
Roéntgendiagnose der Placenta praevia. ) 

By H. Deve. Radiol. clin., Basel, 17, 232-235, 
July 1948. 3 figs., .3 refs. 


84. Hydatidiform Mole and Chorionepithelioma. 
(Mola Hydatidosa og Chorionepitheliom. ) 

By C. HAMBURGER and K. TERKILDSEN. Ugeskr. 
Leg., 110, 423-434, April 8, 1948. 2 figs., 9 refs. 

The authors have previously (1943) reported on 
the value of urinary chorionic gonadotrophin 
estimations as an aid to the diagnosis of hydatidi- 
form mole and chorionepithelioma. Their previous 
series of 76 cases has been supplemented by a 
further 74 cases of hydatidiform mole, in 39 of 
which complications occurred after removal. In 
addition, urinary chorionic gonadotrophin estima- 
tions have been carried out in 135 pregnancies in 
which the existence of a mole was suspected but 
subsequently disproved. The results obtained in 


the two series correspond very closely. In the 29 
cases of mole in which chorionic gonadotrophin 
was estimated before operation the average excre- 
tion was much higher than in the normal preg- 
nancies—a concentration of more than 300,000 i.u. 
per litre was found on one or more occasions in 
80 per cent of the former and in only 6 per cent 
of the latter—but there was so much overlapping 
that the authors consider such estimations to be 
oi little value in the diagnosis of hydatidiform mole. 
In the uncomplicated postoperative cases the com- 
centration fell fairly rapidly, and in 90 per cent 
of these cases the hormone could no longer be 
detected at the end of 3 months; in no case could 
it be detected at the end of 6 months. In every 
case in which the excretion rose after operation, 
or remained above 30,000 i.u. per litre at the end 
of 1 month, or was still detectable at the end of 
6 months, some complication was subsequently 
found. There were 39 of these cases in the whole 
series—1g of chorionepithelioma, 6 of doubtful 
chorionepithelioma, 6 of persistence of mole 
remnants, 2 of fresh pregnancy, and 6 in which 
the diagnosis remained in doubt. Protracted or 
abnormally high postoperative excretion levels (as 
defined above) therefore signify that one of these 
complications has occurred but does not indicate 
its nature. The authors recommend regular estima- 
tions after removal of mole until the urine has been 
free from chorionic gonadotrophin for at least 
6 months. B. Nordin 


85. Malignant or Perforating Mole. (Mola maligna 
o perforante.) 

By E. Keymer. Bol. Soc. chil. Obstet. Ginec., 
13, 138-144, July 1948. 6 figs., 13 refs. 

86. Abortion as a Cause of Death. 

By C. Tietze. Amer. J. Publ. Hith., 38, 1434- 
1441, Oct. 1948. 15 refs. 


87. Hormonal Test for Fetal Death in Disturbed 
Pregnancy. 

By B. Zonpek, F. Sutman, and R. Brack. 
Amer. med. Ass., 136, 965-969, Apr. 10, 1948. 17 
refs. 

During recent years the authors have studied 
the hyperaemic effect of gonadotrophin on the 
ovary of the infantile rat. Hyperaemia is demon- 
strable as early as 2 hours after the injection of 
chorionic gonadotrophin; 18 to 24 hours after injec- 
tion of 2 to 4 ml. of pregnancy urine hyperaemia 
is well in evidence and the reaction is excellently 
suited for use as the basis of the diagnosis of preg- 
nancy (margin of error 1 per cent). As the ovarian 
response to gonadotrophin may vary according to 
the strain of rat used, it is suggested that the rat 
strain should be tested by comparing its hyperaemia 
unit (H.U.) with its oestrin-eliciting unit (R.U.). 

In the test for normal pregnancy 2 infantile rats 
2 to 4 weeks old, weighing 25 to 30 g., are used. 
One receives 2 injections subcutaneously of 2 ml. 
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of urine within an interval of 1 hour, the other 
receives 2 injections of 1 ml. with an interval of 
1 hour. A positive reaction, in which the colour 
of the ovaries is similar to that of the kidney or 
spleen, obtained with the injection of 2 ml. of 
urine, shows that the urine contains at least 500 
H.U. per litre and, as normal pregnancy urine 
contains this amount per litre, it may be said that 
the foetus is alive. A reaction negative with 2 ml. 
of urine but positive with 4 ml. (250 H.U.) suggests 
that the foetus is dead and the test should be 
repeated. 

It is important to know in disturbances of preg- 
nancy, such as threatened abortion or habitual 
abortion associated with bleeding, whether the 
foetus is alive or dead. This information can be 
obtained in a high percentage of cases by the 
hyperaemia titration test. During normal preg- 
nancy and particularly during the first 5 months, 
the urine contains 500 hyperaemia units per litre. 
The recovery of lesser amounts suggests a disturb- 
ance of pregnancy. In the hyperaemia titration 
test, the hormone content of the urine is determined 
within the range of 250 to 5,000 hyperaemia units. 
Four infantile rats are employed. Rat 1 receives 
4ml. of urine as 2 injections of 2 ml. with an inter- 
val of r hour, equivalent to 250 H.U. per litre. 
The amount of urine injected into rat 2 is 2 ml., 
equivalent to 500 H.U. Rat 3 receives a total of 
1 ml., equivalent to 1,000 H.U. Rat 4 receives 2 
injections of 0.1 ml., or a total of 0.2 ml. of urine 
equivalent to 5,000 H.U. per litre. The significance 
of the results is shown in the table. 


Ratl Rat2 Rat3 Rat 4 Diagnosis 
+ = + + Foetus living.1 
+ + - Foetus in danger; repeat 


reaction. 
- Little hope; repeat reaction. 
Foetus dead. 


+ 
+ 


i 


1 Between the 40th and 80th day of pregnancy this result does not 
Prove that the foetus is alive. 


In the period from 40 to 80 days after the im- 
plantation of the ovum there is an enormous 
increase in hormone production. During this peak 
period the titre rises from 10,000 to 20,000 to 
100,000 to 200,000 or more hyperaemia units per 
litre, so that the hyperaemia titration test for the 
diagnosis of disturbed pregnancy has to be viewed 
with caution. Values below 5,000 hyperaemia units 
within the peak period indicate that the foetus is 
dead. The titre of gonadotrophin is not constant 
during the last trimester of pregnancy. It has been 
shown that whilst a negative hyperaemia reaction 
during this time demonstrates the death of the 
foetus a positive reaction may occur in spite of 
foetal death, as the placenta is still functioning. 
It is only when the foetal heart beats cannot be 
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heard that the hyperaemia titration test and blood 
oestrone determinations are of value. 
T. N. MacGregor 


88. The Guterman Test in Threatened Abortion. A 
Report Based on 100 Consecutive Cases. ; 
By S. Benper. Brit. med. J., 1, 683-684, Apr. 

10, 1948. 13 «refs. 

The administration of progesterone in the.treat- 
ment of threatened abortion is indicated only if 
there is a natural deficiency of the hormone. In 
the absence of such deficiency its use may increase 
the amplitude of the uterine contractions and so 
increase the chances of abortion progressing. Cases 
should be divided into two categories, according to 
whether or not there is natural deficiency, by 
estimation of the urinary excretion of pregnanediol. 
The author considers the Guterman test to be 
eminently suitable for this purpose, pointing out 
that it is economical, that it can be completed in 
3 hours, that it does not involve the use of experi- 
mental animals, and that only too ml. of morning 
urine is required for its performance. The test is 
positive when the urine contains more than 0.4 
mg. of pregnanediol per too ml. Guterman 
originally used the test for pregnancy diagnosis, 
but the present author considers it insufficiently 
accurate for this purpose. Guterman later employed 
the test in the prognosis of threatened abortion, 
but the author considers the test more valuable to 
determine whether progesterone should or should 
not be administered in any given case. 

The test was carried out in 100 cases clinically 
diagnosed as cases of threatened abortion and the 
Aschheim-Zondek test was carried out simul- * 
taneously. Seven cases were excluded because the 
results of the test were vitiated by previous 
administration of progesterone. Six patients were 
not pregnant but in 3 of these the test was positive 
because corpus luteum cysts were present. In 19 
cases the test was negative and the Aschheim-— 
Zondek test either negative or weakly positive. 
In 8 of these the abortion was already complete 
and in the remaining 11 cases the foetus was already 
dead. The remaining 68 cases were classed as cases 
of true threatened abortion and included 42 in 
which the Guterman test was positive and 26 in 
which it was negative or only weakly positive. 
In the former group with no evidence of pro- 
gesterone deficiency 11 were treated with proges- 
terone and 7 abortions resulted, while the remaining 
31 had no progesterone and only 6 abortions 
occurred. In 26 cases in which the Guterman test 
was negative and thus there was evidence of pro- 
gesterone deficiency, of 14 women treated with 
progesterone only 2 aborted while of 12 to whom 
progesterone was not given 9 aborted. 

The author claims that, if all cases of threatened 
abortion are subdivided according to their need 
for progesterone and progesterone is given only 


is 
, 


when excretion of the hormone is low, abortion will 
occur only in 18 per cent. If there is no such 
subdivision, 41 per cent will abort if none are 
given progesterone and 45 per cent if it is used in 
all cases. Finally, the importance is stressed of 
clinical examination in all cases. Where there is 
no progesterone deficiency another factor pro- 
moting abortion must be sought. Where, however, 
deficiency is present another factor may also 
accompany it. [This paper goes far to explain 
the widely unsatisfactory results of progesterone 
therapy, which has failed to provide the hoped for 
improvement in the results of treatment of 
threatened abortion. ] J. A. Chalmers 


89. Use of Estinyl in Treatment of Missed Abortion. 
By L. Kurzrox. Amer. ]. Obstet. Gynec., 56, 
796-798, Oct. 1948. 1 ref. 


90. Induced Abortion; Hepatitis, Nephritis, Pyaemic 
Renal Abscess, Cure. (Avortement provoque; hépato- 
néphrite; abcés pyohémiques du rein, guérison.) 

By J.-E. Marcet, E. Boyer, and G. VIALARD. 
C. R. Soc. frang. Gynéc., 18, 135-140, May-Sept. 
1948. 1 fig., 10 refs. 


91. A Quinquennial Survey of 360 Cases of Abortus 
Provocatus. [In English.] 

By W. PERMIN and E. THOMSEN. Acta med. 
scand., Suppl., 213, 298-304, 1948. 7 refs. 


92. Migration and Persistence of a Foreign Body 
Introduced into the Uterus through the Vagina. (Migra- 
cién y persistencia de cuerpo extrafio introducido intra- 
’ uterinamente por via vaginal.) 

By J. J. Gomez-SIcter. Rev. esp. Obstet. Ginec., 
7, 242-245, July-Aug. 1948. 2 figs. 


93. B-Haemolytic Streptococci and Aerobic Flora in 
the Post-Abortum Remains of the Ovum. (El 
“* Streptococcus haemolyticus beta ’’ y la flora aerobia 
en los restos ovulares post-abortum.) 

By O. AVENDANO and H. DEL VALLE. Bol, Soc. 
chil. Obstet. Ginec., 13, 94-102, June 1948. 


94. Rupture of the Uterus of Nutritional Origin. An 
Experimental Study in the Albino Rat. 

By J. Gittman, C. GILBERT, and T. GILLMAN. 
S. Afr. J. med. Sci., 12, 153-160, Dec. 1947. 1 fig., 
23 refs. 

A brief review is given of the incidence of rupture 
of the uterus in certain countries together with 
the accepted views on the aetiology of rupture. In 
the United States there was 1 rupture in 1,707 
deliveries in a total series of 920,149, while in 
some cities in the States the incidence was as high 
as 1 in 500 deliveries. In China there was an 
incidence in one series of 1 in 220 in a total of 
11,500 deliveries. In Johannesburg the incidence 
was recorded as 1 in 3,265 among white women, but 
1 in 520 among Africans or Bantu women. Re‘erence 
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is made in discussing the aetiology of rupture to 
such conditions as obstructed labour, previous 
Caesarean sections, and internal version, but the 
authors also draw attention to the suggestion of 
De Lee and also of Stander that in exceptional 
cases the rupture is due to an inherent weakness 
in the wall of the uterus. The authors suggest 
that a possible clue to spontaneous rupture is 
provided by the high incidence of this catastrophe 
amongst the Chinese and the Bantu women. Apart 
from the poor maternity services available to these 
two groups, the only other feature in. common is 
chronic malnutrition. To investigate the possibility 
that this is an aetiological factor in rupture of the 
uterus experiments were performed on rats. Having 
first established normal growth curves for rats fed 
on an adequate diet, the authors then fed a total 
of 25 female rats on experimental diets consisting 
of maize, soya bean meal, skimmed milk, salts, and 
linseed oil. The maize and the soya bean formed 
the essential ingredients of this det. On it they 
found that the rate of growth was considerably 
less than that of the control series, and 6 of the 
25 rats suffered a ruptured uterus during the course 
of pregnancy. On 3 occasions this happened during 
the 1st pregnancy and in 3 during a 2nd pregnancy. 
In no case was there evidence of any mechanical 
cause for the rupture. The authors concluded that 
it was possible in rats to give a diet sufficiently 
adequate to promote reasonable growth and 
maturation and to make pregnancy possible, but 
at the same time inadequate to permit of normal 
uterine development. The result was that the 


uterus would rupture during the pregnancy. 


J. Stallworthy 


95. Conservative Treatment of Placenta Accreta 
with Subsequent Normal Pregnancy. 

By J. C. Murr. Amer, J. Obstet. Gynec., 56, 
807, Oct. 1948. 


96. Placenta Accreta. Two Cases Found at Cesarean 
Section. 

By J. L. Keyes. 
Aug. 1948. 5 refs. 


Sth. med. J., 41, 753-754 


97. Cancer of the Breast and Pregnancy. (Cancer 
du sein et grossesse. ) 

By J. Perrotin. Presse méd., 56, 659-660, Sept. 
25, 1948. 2 refs. 


98. Bilateral Ovarian Dermoid Cysts Complicating 
Pregnancy. 

By H. Reitman. Ohio St. meds J., 44, 819-820, 
Aug. 1948. 6 refs. 


99. The Problem of Fibroids and Pregnancy. (0 
problema dos fibromiomas e gravidez.) 

By J. M. pa Sttva Peretra. An. brasil, Ginec., 
13, 99-104, Aug. 1948. 
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REVIEW OF CURRENT LITERATURE 


100. Infiltrating Circumscribed Chorione 
tous Vesicular Mole. (La mola vescicolare infiltrante 
circoscritta corionepiteliomatosa. ) 

By L. pe Giorai. Arch. Ostet. Ginec., 53, 145- 
175, May-June 1948. 16 figs., 44 refs. 


Stholi: 


101. Hydatidiform Mole. (Zasnidad groniasty.) 
By J. Monsiorski. Polsk. Tyg. lek., 3, 685-690, 
May 31, 1948. 37 refs. 


102. Clinical and Radiological Studies of Foetal 
Malformations in Pregnancy. (Etudes cliniques et 
radiologiques des malformation fcetales pendant la 
grossesse. ) 

By H. Draps. Brux.-med., 28, 1533-1549, July 
25, 1948. 16 figs., 6 refs. 


103. Diagnosis of Foetal Ascites in Pregnancy. 
(Diagnostico de la ascitis fetal durante el embarazo.) 

By P. P. y Rote. Toko-ginec. pract., 7, 458- 
465, Oct. 1948. 


104. Haemolysis in a Primiparous Woman at Term. 
Report of a Case. 

By J.D. Ret. N. Z. med. J., 47, 368-372, Aug. 
1948. 21 refs. 


105. Anemias of Pregnancy. 

By P. J. Tatso and W. J. DiecKMANN. Amer. 
], Obstet. Gynec., 55, 518-523, Mar. 1948. 2 figs., 
20 refs. 

In pregnancy haemoglobin concentration, haema- 
tocrit value, and erythrocyte count decrease in the 
peripheral blood, owing to the physiological 
anaemia of pregnancy caused by a 25 per cent 


increase in plasma volume and a 23 per cent increase. 


in red cell volume. The authors consider a haemo- 
globin value of ro g. per roo ml., a haematocrit 
value of 33 per cent, and an erythrocyte count 
of 3,360,000 per c.mm. as the minimum normal 
values between the 12th and 36th weeks of preg- 
nancy. Their study was undertaken in order to 
evaluate the effects of treatment of anaemia with 
ion alone and in combination with accessory 
factors. All treated cases received iron in adequate 
doses; in certain cases accessory haematopoietic 


substances, such as vitamins of the B complex, - 


desiccated hog stomach, and liver extract, were 
given in addition, and in some others transfusion 
of whole blood. The results indicated that during 
pregnancy the rate of haemoglobin formation is not 
significantly altered by administration of iron alone 
orin combination with accessory substances. This 
suggests that these anaemias are not due to a 
simple iron deficiency, but that some other factor 
is lacking or that the defect lies in the mechanism 
of post-absorptive iron utilization. 
F. J]. Browne 


106. Megaloblastic Anaemia of Pregnancy. Report 
of an Unusual Case. 

By M. Gittespte and A. M. Ramsay. Brit. med. 
JA, 828-830, May 1, 1948. 1 fig., 8 refs. 
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The authors describe an unusual case which they 
consider is an example of megaloblastic anaemia 
of pregnancy. When the patient was first seen a 
few days after delivery the profound anaemia was 
associated with a leucopenia and a high proportion 
of immature granulocytes, which suggested the 
diagnosis of acute leukaemia. Sternal marrow 
puncture, however, revealed a myeloid: erythro- 
blast ratio of 1.5:1 and the presence of megalo- 
blasts. Intensive treatment with liver extract 
and proteolyzed liver was without effect and 
the patient died. At necropsy there was intensive 
hyperplasia of the marrow, the predominent 
cell being of ‘‘ the primitive haemocytoblast 
variety ’’ with many megaloblasts. In an addendum 
the authors refer briefly to a somewhat similar case 
unassociated with pregnancy in which they believe 
that the precipitating factor was excessive dosage 
of a sulphonamide, 70 g. of which were given over 
a period of 5 weeks for acute tonsilitis. In neither 
case was folic acid administered. Janet Vaughan 


107. New Views on Pathogenesis and Treatment of 
Thrombopenic Purpura in Pregnancy. (A terhességi 
thrombopenids purpurék kérokanak és kezelésének 
ujabb lehetéségei.) 

By I. Bereznay. Orv. Lapja, 4, 1214-1217, 
Sept. 19, 1948. 16 refs. 


108. Maternal Congenital Heart Disease as an Ob- 
stetric Problem. 

C. J. Lunp. Amer. ]. Obstet..Gynec., 55, 244- 
261, Feb. 1948. 9 figs., 9 refs. 

Details are given of a study of 25 cases of preg- 
nancy complicated by congenital heart disease, 29 
infants in all being delivered. There were 13 with 
a patent ductus arteriosus, 8 with interventricular 
defects, 4 with interauricular communications, 1 
with pulmonary stenosis, and 4 of undetermined 
type. Toxaemia was a common and severe com- 
plication. Premature delivery took place in over 
25 per cent. Labour tended to be shorter than the 
average, and forceps delivery was resorted to in 
over one-third of the cases although half of the 
patients were multiparae. All patients were classi- 
fied according to the functional groups of the New 
York Heart Association, before pregnancy, during 
the first 3 months and the last 3 months, during 
labour, and later in the puerperium. The blood- 
pressure, vital capacity, venous pressure, and 
circulation times were investigated in many of the 
patients. It was found that decrease of vital 
capacity was most valuable in prognosis. A sudden 
fall in blood-pressure was noticed repeatedly soon 
after confinement and gave rise to considerable 
anxiety; the mechanism of this is discussed. A 
patent ductus arteriosus was found to be the most 
serious of the congenital cardiac complications, All 
but 1 of the cases of cardiac failure were associated 
with this lesion, as was also the only fatality. 

Braithwaite Rickford 
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109. Congenital Heart Disease Simulating Foetal 
Distress. A Report of Two Cases. 

By A. O. Sankey. Brit. med. J., 2, 676-677, 
Oct. 9, 1948. 9 refs. 


110. Dextrocardia and Pregnancy. (Dextrocardia y 
embarazo.) 

By J. Bazan, F. A. URANGA ImMaz, and M. S. 
Criapo ALonso. Prensa méd. argent., 35, 1874- 
1878, Sept. 24, 1948. 11 figs. 


111. Cardiac Changes due to Kyphoscoliosis in Preg- 
nancy, and the Electrocardiogram. (Cor kyphos- 
kolioticum in der Schwangerschaft und Elektrokardio- 
gramm.) 

By G. Mestwerpt. Z. Geburtsh. Gyndk., 129, 
204-218, 1948. 9 figs., 39 refs. 


112. Pregnancy Following the Smithwick Operation 
for Hypertension. 

By B. R. Austin and L. J. FRyMIRE. Amer, J. 
Obstet. Gynec., 56, 805-806, Oct. 1948. 2 refs. 


113. Severe Pyelonephritis Complicating Pregnancy. 
Report of Case. 

By M. K. BalLey and C. A. Fort. J. med. Ass., 
Georgia, 37, 382-386, Oct. 1948. 4 figs. 


114. The Maillard Coefficient of Renal Impairment 
in Nephropathies of Pregnancy. (I1 coefficiente di 
imperfezione ureogenetica di Maillard nelle nefropatie 
gravidiche.) 

By A. Finorti. Riv. ital. Ginec., 31, 293-316, 
1948. 14 figs., 26 refs. 


115. The Incidence and Causation of Glycosuria in 
Pregnancy. Part II. 

By K. C. Batitwatia. Indian med. Gaz., 83, 
125-130, Mar. 1948. 3 figs., 35 refs. 


116. Splenectomy in Pregnancy: Its Hematologic 
Indications and Obstetric Management. 

By A. C. Barnes and C. A. Doan. Amer. J. 
Obstet. Gynec., 55, 864-868, May 1948. 14 refs. 

Three cases of splenectomy during pregnancy are 
reported; in 2 the operation was performed for 
essential thrombocytopenic purpura at 7 months 
and 5 months respectively, and in the third for 
congenital haemolytic icterus at 4 months. The 
recoveries were uneventful and the pregnancies 
continued to term with the birth of live babies. 
Ten mg. ‘‘ proluton ’’ (luteal hormone) was given 
daily while the patients were in hospital. Preg- 
nancy should be no bar to splenectomy, for the 
dangers of antepartum and intrapartum haemor- 
rhage, and of intrauterine foetal death, are greater 
than those of operation. Aileen Dickins 


117. Non-calculous Gall-bladder Disorders in Preg- 
nancy. (Colecistopatias no calculosas en el curso de 
la gestacion.) 

By A. P. Ramos and N. QuirNo. Prensa méd. 
argent., 35, 1809-1811, Sept. 17, 1948. 


118, The Care of the Lungs During Pregnancy, 
By A. W. Hossy. J. med. Ass., Georgia, 37, 
304-313, Aug. 1948. Bibliography. 


119. Hyperthyroidism and Pregnancy. 

By R. D. Mussey, S. R. HAInEs, and E. Warp. 
Amer. J. Obstet. Gynec., 55, 609-619, Apr. 1948. 
Bibliography. 

Hyperthyroidism is an uncommon complication 
of pregnancy, with an average incidence of 0.2 per 
cent. If uncontrolled, it causes a rise in the 
incidence of abortion. Pregnancy does not seem 
to alter the course of the disease. The authors 
recommend that management of hyperthyroidism 
in pregnancy should include the trial administra- 
tion of iodine, followed by thyroidectomy in all 
cases of toxic adenoma and in those cases of exoph- 
thalmic goitre which do not respond satisfactorily 
to iodine. In their experience of 30 such cases, 
they have not found that operation influences the 
pregnancy unfavourably. Therapeutic abortion has 
no place. The use of derivatives of thiourea is 
discussed. The occasional occurrence of thyroid 
hyperplasia in the foetus after the mother has 
received these drugs during pregnancy indicates the 
need for caution. Radioactive iodine should not 
be given to pregnant patients until there is further 
information on its effects. W. I. C. Morris 


120. Course of Pregnancy and Labour in Graves’s 
Disease and Goitre. (Schwangerschafts- und Geburts- 
verlauf bei Basedowscher Krankheit und Struma.) 

By E. Stock.. Z. Geburtsh. Gynik., 129, 286- 
291, 1948. 20 refs. 


121. Relation Between Meningiomata and Preg- 
nancy. (Intorno ai rapporti tra neoplasie endocraniche 
(meningiomi) e gravidanza.) 

By C. Boru. Lav. Ist. anat. Istol. patol., 
Perugia, 6, 199-232, 1947. 8 figs., bibliography. 


122. Severe Epigastric Hernia During the Seventh 
Month of Pregnancy. (Hernie épigastrique grave 
pendant le septiéme mois de grossesse. ) 

By M. VANDERZYPEN. Brux. méd., 28, 1637- 
1638, Aug. 8, 1948. 


123. Gonorrhea Complicating Pregnancy and its 
Relation to Ophthalmia Neonatorum. 

By J. B. Bernstine and G..W. Brann. Urol. 
cutan. Rev., 52, 464-465, Aug. 1948. 5 refs. 


124. Observations on Thirteen Cases of Late Extra- 
uterine Pregnancy. 

By H. H. Ware. Amer. J. Obstet. Gynec., 55, 
561-582, Apr. 1948. 18 refs. § 

The author has had a unique experience of these 
cases, having operated on 11 of them. All were of 
more than 28 weeks’ duration. Of the 13 patients 
4 died, including one who died before operation. 
The foetal survival rate for the entire group was 
38.4 per cent, but was 100 per cent for those cases 
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in which the foetus was alive when the mother 
was admitted to hospital. None of the women gave 
a history of previous laparotomy. ; 
Rhythmical uterine contractions associated with 
in and simulating labour may occur about the 
36th week in most patients with extrauterine preg- 
nancies. A- history of lower abdominal pain, 
persistent since the onset of pregnancy or soon 
afterwards, accompanied by indigestion, constipa- 
tion, and sometimes irregular vaginal bleeding, 
suggests an extrauterine pregnancy. The absence 
of uterine contractions when the foetus is palpated, 
a transverse or abdominal position of the foetus, 
a firm, long cervix, and a small empty uterus, 
confirm the diagnosis. Help is also obtained from 
radiographs of the abdomen and hystero-salpingo- 
ms. 
has shown that mortality is reduced 
if the placenta is left and no attempt is made to 
separate it whenever its removal might cause 
haemorrhage or other difficulties. The placenta can 
be absorbed from its attachment in the peritoneal 
cavity without causing a rise in temperature or 
adhesions in the pelvic cavity. When the placenta 
has thus been left in situ, Friedman tests have been 
itive for 35 days after operation. 
°G. Gordon Lennon 


125. Advanced Ectopic Pregnancy, with a Report 
of Three Cases. 

By K. M. Witson, W. L. Ekas, and J. H. 
ScuuLtz. Amer, J. Obstet. Gynec., 55, 218-230, 
Feb. 1948. 7 figs., 3 refs. 

Three cases of advanced ectopic pregnancy are 
described, among 195 ectopic pregnancies. Two 
were intraligamentary pregnancies and one was ina 
tudimentary horn. In the last rupture took place 
at the 6th month. One of the intraligamentary 
foetuses was mummified and the placenta was easily 
removed without any bleeding. In the other case 
a living and normal child was delivered by ab- 
dominal section almost at term. The placenta was 
attached to the broad ligament and uterus. Supra- 
vaginal hysterectomy with removal of the sac and 
placenta was carried out successfully. In this paper 
and the discussion that followed it several interest- 
ing points were made. If the history is carefully 
studied in these cases of advanced ectopic preg- 
nancy it will generally be found that there was an 
attack of cramp-like lower abdominal pain and 
perhaps some vaginal bleeding shortly after the 
first missed period. The diagnosis of advanced 
ectopic pregnancy may present much difficulty. 
Unless the examiner discovers the slightly enlarged 
uterus at one side of the foetal sac, he is likely to 
regard the condition as a normal pregnancy, or the 
uterus may be mistaken for a subserous myoma 
attached to the side of a pregnant uterus at term. 
Absence of contractions in the large sac is a diag- 
nostic point of value, as is the ease with which 
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foetal parts can be felt. A highly placed transverse 
lie should arouse suspicion, while in most cases the 
cervix is high up. Severe, or moderately severe, 
abdominal pain is a common symptom. Radio- 
graphs and Zondek~Aschheim or Friedman tests 
may be helpful. On treatment there is almost 
universal agreement. Operation should follow 
diagnosis without much delay unless the child is 
almost viable, when it may be advisable to wait 
for a week or two, but the patient should be kept 
in hospital under close observation. If the foetus 
has been long dead the placenta may be removed 
at once without risk of haemorrhage. If it is alive 
and the placenta attached to the broad ligament 
it may be possible to remove the placenta with the 
ligament, bleeding being controlled by mattress 
sutures. If the placenta is attached to the side of 
the uterus, as in the case here reported, supravaginal 
hysterectomy with removal of the sac may be 
carried out, unless the patient has no living child. 
In every case in which the placenta is ‘‘alive’’ it 
may be left in situ and the abdomen closed with- 
out drainage. Beck, in discussing the present 
paper, mentioned a case in which the abdomen 
was opened several years after this procedure had 
been adopted and no trace of the placenta could 
be found. It is apparent that the plan once 
advocated of allowing the foetus to die and then 
waiting several weeks until the placenta is also 
dead is out of favour. For marsupialization of the 
placenta there is now almost universal condemna- 
tion on account of the danger of sepsis; in Beck’s 
opinion this method is associated with the highest 
mortality rate, and most of the patients so treated 
die of peritonitis. F. ]. Browne 


126. Ectopic Pregnancy. 
By I. F. StepHenson. J. Oklahoma med. Ass., 
41, 373-376, Sept. 1948. 10 refs. 


127. Two Unusual Cases of Abdominal Extrauterine 
Pregnancy. 

By W. R. BILLINGTON and R. T. S. GoopcHILp. 
Brit. med. ]., 2, 787, Oct. 30, 1948. 


128. The Diagnostic Difficulties in Simultaneous 
Intra- and Extra-uterine Pregnancy. (Az egyidejii 
méhenkivili és méhenbeliili terhesség diagnosztikai 
nehészségei. ) 

By I. Csonxa. Orv. Lapja, 4, 1218-1219, Sept. 
19, 1948. to refs. 


129. Value of Histological Examination of Endo- 
metrium in the Diagnosis of Extrauterine Pregnancy. 
(Wert der histologischen Gebirmutterschleim- 
hautuntersuchung fiir die Diagnose der extrauterinen 
Schwangerschaft. ) 

By H. Husstein. Wien. klin. Wschr., 60, 534- 
535, Aug. 20, 1948. 
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130. Ruptured Ovarian Pregnancy After Previous 
Salpingectomy on the Same Side. (Bristet ovariel 
graviditet efter tidligere samsidig salpingectomi.) 

By O. Rusretpt. Nord. Med., 40, 1885-1887, 
Oct. 15, 1948. 14 refs. 


131. Interstitial Pregnancy. (Interstisiell gravi- 
ditet.) 
By K. KuLsenc-Hanssen. Nord. Med., 40, 1887- 


1889, Oct. 15, 1948. 2 figs., 33 refs. 


LABOUR. 


132. The Time of Day at Which Labour Begins. 
(Heure a laquelle débute 1l’accouchement.) 

By H. ViGNEs and —. MATZINGER. Progr. méd., 
Paris, 76, 499-500, Oct. 24, 1948. 1 fig. 


133. Blood Phosphatase and Phosphate Levels Dur- 
ing Labour and in the Umbilical Cord at Birth. 
(Fosfatasemia y fosfatemia durante el parto y en el 
cordon umbilical en el momento de nacer.) 

By J. L. HErep1a. Obstet. Ginec. lat.-amer., 6, 
345-355, Aug. 31, 1948. 13 refs. 


134. Clinical and Statistical Considerations on Medi- 
cation in Labour. (Considerazioni cliniche e statistiche 
sul trattamento medico del travaglio di parto.) 

By P. G. AGHEMIo. Ginecologia, Torino, 14, 
155-171, Apr. 1948. 31 refs. 

The influence of medication on labour was studied 
by a comparison of 3,571 deliveries at the Obstetric 
School of Novara from 1937 to 1943 with 1,795 
births observed at the same institution during the 
4-year period 1933-6. Patients in the latter series 
did not receive any medication, while over a third 
of the former were given drugs during labour, such 
as pituitary extracts in fractional doses intra- 
muscularly or intravenously for primary uterine 
inertia; sedatives followed by quinine and calcium 
and sometimes by pituitary extracts for ‘‘ secondary 
inertia ’’; opiates and belladonna for general 
spasticity of the uterus, and belladonna, given by 
mouth, subcutaneously, as rectal suppositories, or 
by direct intracervical injection for spasticity of 
the lower uterine segment. 

Medication resulted in: (1) a slight reduction in 
the duration of labour, particularly in primiparae; 
(2) fewer obstetric interventions, the frequency of 
artificial dilatation of the cervix uteri being reduced 
to about one-third; (3) a slight reduction in the 
incidence of manual removal of the placenta and 
of postpartum haemorrhage; (4) fewer stillbirths, 
particularly those due to ‘‘ dynamic dystocia ’’ 
(reduced by 50 per cent); and (5) diminished 
puerperal morbidity. 

[This thoughtful paper is marred by the fact 
that the results of drugs widely different as opiates 
and pituitary extracts, belladonna and quinine, are 
considered together, and that no doses are men- 
tioned. | N. Alders 


135. Fracture of the Pelvis and its Effect in Labour, 
(Zamania miednicy a przbieg porodu.) 

By H. Krawe. Polsk. Tyg. lek., 3, 713-715, 
June 7, 1948. 3 figs., 21 refs. 


136. Treatment of Premature Rupture of the Mem. 
branes. (Zur behandlung des vorzeitigen Blasen- 
sprungs. ) 

By W. Wotr. Geburtsh. u. Frauenhilk., 8, 341- 
352, Apr. 1948. 11 refs. 

In the University Clinic at Tiibingen up to 1942, 
medical induction of labour (by quinine and pos- 
terior pituitary extract) was employed for patients 
with premature rupture of the membranes, but 
since 1942 this procedure has been discontinued 
and the onset of labour awaited. The author has 
analyzed the result in 1,000 cases (500 conserva- 
tively treated and 500 treated by medical induc- 
tion). In all the cases investigated the foetal 
position was occipito-anterior, there was no 
associated pathological state, and the weights of 
the infants varied between 2,500 and 4,000 g. 

The results are shown in Table I. The interesting 
points are that: (a) the latent interval between the 
rupture of membranes and onset of labour was 
longer in the conservatively treated, and (b) the 
duration of labour, as well as the total time from 
rupture of membranes until delivery, was shorter 


TABLE J 
Conservative | Active 
Primi- 
gravidae | gravidae Multi- 
under over under over 
30 30 30 30 
Duration of Labour 
in Hours .. oof 334 144 10 224 22 134 
Latent Interval in 
Hours 108 12 104 11} 13 
Total Time in 
Hours 24 | 204 | 304 3341 264 


in the conservatively treated. [The reasons given 
for the results are rather difficult to follow.] The 
author puts forward his well-known views on 
dilatation of the cervix. He states that the longer 
latent interval allows the cervix time to ripen and 
so to respond quickly and effectively to uterine 
contractions. The ‘‘ unripe ’’ state of the cervix 
in the medically induced cases prolongs labour. 
The cases were further investigated with reference 
to the incidence of complications, shown in Table II. 

The incidence of complications is seen to be 
higher amongst the actively treated patients. The 
incidences -of extragenital and genital infections 
were also higher. Further, the effects on the foetus 
were unfavourable in the actively treated group. 
There were 0.9 per cent stillbirths in primigravidae 
under 30 and none in the other groups in the con- 
servatively treated cases, while the figures in the 
actively treated series were 3.4, 2.7, and 2.8 pet 
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TABLE II 

Conservative Active 

Treatment Treatment 

a Ay ad 

| 
Primigravidae under 30 | — | — —/19/11 4 |06, 6.9 
Primigravidae over 30 | —-|3.7' —!3.6/09 45/09) 9.9 


cent respectively. Conservative treatment thus 
gives the best results. 

In a certain number of cases treated conserva- 
tively the latent period was very prolonged, and 
morbidity during labour and in the puerperium, 
as well as foetal distress, were commoner. In the 
whole series there‘ were 100 cases in which the 
latent interval was over 24 hours, average 3 days. 
There appeared to be no difference statistically 
between these cases and those in which the mem- 
branes were ruptured for 12 hours. In a small 
number only, the temperature was raised during 
labour but not during the puerperium. 

The author has the impression that equally 
favourable results are obtained by conservative 
treatment of cases of abnormal presentation with 
premature rupture of the membranes. He considers 
that the danger of infection when Caesarean section 
is carried out in these cases has probably been 
overestimated in the past. He believes the danger 
of infection to be greater in the cases with pre- 
mature rupture of membranes and prolonged first 
stage of labour than in cases in which the latent 
period is prolonged, with either no labour pains 
or a short duration of labour. Most statistics of 
Caesarean section following prolonged rupture of 
the membranes do not as a rule give any indication 
of the duration of labour pains. Gladys Dodds 


137. A Study of the Use of Penicillin in Premature 
Rupture of the Membranes. 
By J. H. E. Worrz and T. S. StasHak. Amer. 
J. Obstet. Gynec., 55, 859-863, May 1948. 5 refs. 
Fifty-seven patients were studied whose mem- 
branes had ruptured at home and in whom con- 
tractions had not begun before admission to 
hospitals. The passage of liquor was confirmed by 
the bromthymol blue test. In all labour began 
spontaneously and none was examined vaginally. 
They were all kept in bed. Alternate patients 
received 12,500 units of penicillin intramuscularly 
every 3 hours until delivery. Cervical cultures at 
delivery grew various pathogens in treated and 
untreated cases in approximately equal numbers, 
but puerperal morbidity developed in only 2 of 
the treated cases and in 3 of the controls. Penicillin 
was found to have little, if any, oxytocic effect; it 
did not diminish the latent period between rupture 
of the membranes and onset of labour. There was 


143 
no clear relation between the length of the latent 


’ period and the incidence of morbidity, but there 


was no morbidity in patients in whom the latent 
period was less than 20 hours. 

There were 2 stillbirths and one neonatal death. 
The first stillborn child (treated) had congenital 
heart disease, and staphylococci were grown from 
the heart’s blood of the second (control) who was 
believed to have died from septicaemia. The neo- 
natal death (in a treated case) was due to pneu- 
monia. The authors conclude that penicillin should 
be given to patients with premature rupture of the 
membranes. Aileen Dickins 


138. Induction of Labour for Postmaturity. (Die 
Geburtseinleitung bei iibertragener Schwangerschaft.) 

By H. HoseMann and W. v. MASSENBACH. 
Geburtsh. u. Frauenheilk., 8, 357-368, Apr. 1948. 
3 figs., 31 refs. 

The diagnosis and treatment of post-maturity 
are difficult. The authors investigated reports of 
20,000 deliveries, but analyzed only 11,000. Twin 
pregnancies, premature labours, uncertainty of 
date of the last menstrual period, and irregularity 
of the menstrual cycle made the other records 
unsuitable. 

The usual method of reckoning the probable date 
of delivery is from the date of the last menstrual 
period. Using this method the authors found that 
20 per cent of pregnancies lasted longer than 290 
days, 12 per cent longer than 295, 7 per cent longer 
than 300, and 3 per cent longer than 305. Other 
methods of estimating the date of delivery—size 
of uterus, quickening, engagement of head in the 
pelvis in primigravidae—were equally inexact. The 
best method is by examination of the foetus after 
delivery, but obviously this does not help the ante- 
natal problem. 

The authors charted the foetal mortality rates 
between the 28th and 52nd weeks, and found that 
the curve was a parabola. The foetal mortality 
rate was 100 per cent at 28 and 52 weeks, 40 per 
cent at 32 and 48 weeks, 10 per cent at 36 and 44 
weeks, and 2 per cent at 40 weeks. The symmetry 
of this chart is remarkable, as the causes of death 
of premature infants are entirely different from 
those of postmature infants. The foetal mortality 
curve after the 48th week is steep, but between the 
44th and 48th weeks it shows only a steady upward 
rise, so that the crucial period, when intervention 
may be advised, cannot be given with certainty. 

The authors consider the roth day after the 
estimated date of delivery as the time for interven- 
tion, since the foetal mortality is then 3 to 4 per 
cent, and 80 per cent of deliveries occur before this 
day. Medical induction of labour by quinine and 
posterior pituitary extract is advised, and should 
be repeated every second day until labour com- 
mences or until 3 attempts have been made. The 
authors carried out 1,068 inductions in 646 patients, 
508 (79 per cent) of whom went into labour; 112 


n 
n 
d 
x 
1e 
ns 
us 
p: 
ae 
n- 
he 
er 


144 
(17 per cent) patients went into labour on the day 
after the third induction. The foetal mortality 
amongst these cases was no higher than would be 
expected from the mortality curve. In 26 cases 
(0.2 per cent) labour was induced by dilatation of 
the cervix and rupture of the membranes. In 
addition to these 26 cases, 8 patients were admitted 
from another hospital and treated in this way. 
All except one patient went into labour within 6 
hours; in the remaining case dilatation of the 
cervix alone was carried out and labour did not 
commence until the membranes had been ruptured 
artificially. In all cases except one labour terminated 
spontaneously, 31 living infants being delivered. 
The 3 deaths were due to: a knot in the cord, 
aspiration of liquor during Caesarean section, and 
intrauterine death before induction, probably due 
to post-maturity. In the whole series of 11,000 
cases only 2 obviously premature infants were 
delivéred. Gladys. Dodds 


139. Induction of Labour by means of Bougie and 
Puncture of the Amniotic Sac. (Partus provocatus 
ved Bougie og Hindesprengning.) 

By K. M. ANpERSEN. Nord. Med., 40, 1884- 
1885, Oct. 15, 1948. 7 refs. 


140. The Hydrostatic Bag in Obstetrics. 

By N. S. Assati and R. W. Kistner. Amer. ]. 
Obstet. Gynec., 56, 781-789, Oct. 1948. 4 figs., 11 
refs. 

141. Influence of Coitus on Premature Rupture of 
the Membranes and Puerperal Infection. [In Serbian. ] 

By P. Kostic. Srpski Arkhiv, 46, 408-420, May 
1948. 31 refs. 

142. The Delmas Method of Accouchement Forcé 
and its Employment in Clinical Obstetrics. (Die 
Delmassche Methode der Schnellentbindung und ihre 
Verwendbarkeit im Rahmen der klinischen Geburt- 
shilfe. ) 

By W. H. Tuiete. Z. Geburtsh. Gynik., 129, 
291-295, 1948. 12 refs. 

143. Cervical Dystocia? 

By T. C. Points. J. Oklahoma med. Ass., 41, 
333-334, Aug. 1948. 

144. Treatment of Late Cervical Dystocia by the 
Method of Bunin. (Tratamento da distocia cervical 
tardia pelo método de Bunin.) 

By L. A. C. pa Costa. An. brasil. Ginec., 13, 
93-98, Aug. 1948. 4 refs. 

145. Breech Presentations, A Four Year Study— 
the Effect of Some Factors on the Fetal Mortality. 

By A. F. Pacano. Med. Times, N.Y., 76, 347- 
353, Aug. 1948. 8 refs. 

146. Breech Presentation with Hyperextension of 
the Neck and Intrauterine Dislocation of Cervical 
Vertebrae. 

By J.C. Taytor. Amer. J]. Obstet. Gynec., 56, 
381-385, Aug. 1948. 3 figs., 16 refs. 
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147. Breech Presentation and Delivery. A Review 


' of 445 Consecutive Cases in a General Hospital. 


By H. Meyer. Amer. J. Obstet. Gynec., 56, 
375-380, Aug. 1948. 13 refs. 


148. Clinical and Statistical Observations on Labour 
in Face Presentation. (Contributo clinico-statistico 
allo studio del parto in presentazione di faccia.) 

By G. Bracco. Ginecologia, Torino, 14, 476- 
490, Oct. 1948. 1 fig., 31 refs. 


149. Labour in Face Presentation. (Sul parto nella 
presentazione di fronte.) 

By C. Puticnano. Riv. Ostet. Ginec., 3, 197- 
210, May-June 1948. 35 refs. 


150. Pelvic Delivery Following Cesarean Section. 

By D. H. HinpmMan. Amer. J. Obstet. Gynec., 
55, 273-285, Feb. 1948. 42 refs. 

The advisability is discussed of delivering patients 
per vias naturales after previous Caesarean section. 
During 19 years there were 177 patients who had 
been previously delivered by Caesarean section, 
and who subsequently were delivered vaginally. 
Among this series there were 8 cases of ruptured 
uterus. Only 2 occurred during early labour while 
the other ruptures took place at varying intervals 
up to 8 weeks before term. There were no deaths 
among these 8 cases. Routine forceps delivery at 
full dilatation is recommended in these cases to 
prevent the added strain on the uterine scar of 
the expulsive efforts of the second stage of labour. 
[This would seem to be an unnecessary practice 
in patients who have had a previous normal vaginal 
delivery. ] One multipara died as a result of post- 
anaesthetic aspiration pneumonia. The author 
advises a complete palpation of the inside of the 
uterus after delivery to exclude any concealed 
rupture; not until this has been excluded should 
oxytocics be given. [No rupture was found by 
this examination in the 177 cases.] No case of 
puerperal infection following intrauterine manipula- 
tion was encountered. It is concluded that patients 
who have undergone previous Caesarean section for 
non-recurrent conditions do not necessarily require 
repeated Caesarean delivery. 

Braithwaite Rickford 


151. Conduct of Labour After Caesarean Section, 
(Zur Geburtsleitung nach Kaiserschnitt.) 

By K. Aerztl, Wschr., 3, 524-527, 
Sept. 15, 1948. 


152. Physiology and Therapy in the Third Stage 
of Labour. (Physiologie und Therapie der Nach- 
geburtsperiode. ) 

By F. Rsca. Therap. Umsch., 5, 79-85, Sept. 
1948. 2 figs., 15 re‘s. 


153. A New Method of Accelerating Detachment of 
the Placenta. (Méhlepény levaldsat elésegité ujabb 
elijaras. ) 
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By G. Major. Orv. Lapja, 4, 560-561, Apr. 25, 


1948. 6 refs. 

The author describes a method which he used 
in 9 cases of delayed expulsion of the placenta; 
100 to 150 ml. normal saline to which 20 Voegtlin 
units of posterior pituitary hormone were added 
was injected into the umbilical vein. After 5 to 
10 minutes, there were vigorous contractions of 
the uterus, resulting in the expulsion of the placenta 
in 7 of the 9 cases. In the remaining 2 Credé’s 
method had previously been used unsuccessfully, 
and the placenta was not completely expelled, so 
that intrauterine exploration was required. 

Vilma Samet 


154. Immediate Postpartum Hemorrhage Due to 
Retained Secundines. 

By B. H. Carroii, H. H. MErer, and’O. H. 
StonE. Amer. J. Obstet. Gynec., 55, 620-628, Apr. 
1948. 2 figs., 6 refs. 

The authors describe ‘‘ 115 private patients, in 
whom portions or all of the placenta and membranes 
were retained’’. These patients are grouped 
according to the amount of blood lost, as measured 
by means of a collecting apparatus in the form of 
a thin metal plate, which is placed under the 
buttocks of the patient during her terminal second 
stage, and which directs the blood lost into either 
of two 500-ml. glass containers, as decided by 
manipulations of a metal flap, which occludes the 
opening of one jar at a time. One of the reasons 
for using this flap is to divert from the main blood- 
collecting reservoir any liquor amnii which escapes 
following the birth of the child. In all these cases, 
the uterus was evacuated manually within 30 
minutes of delivery. In all the uterus responded 
by favourable contraction and haemorrhage ceased. 
The subsequent history of the patients was satis- 
factory, apart from one fatality due to eclampsia. 
Blood transfusion was carried out in 33 per cent 
of the patients. All patients losing more than 1 
litre of blood received’a transfusion. The authors 
stress the great importance of accurate measure- 
ment of blood loss, and the fallibility of its subjec- 
tive estimation. They are enthusiastic about the 
prompt replacement of blood loss, without waiting 
for signs of shock or collapse. 

_ [There is no information in the paper about the 
total number of deliveries which contributed to 
this large series. Nor is there any indication of 
the incidence of postpartum haemorrhage in which 
retained secundines played no part. The fact that 
manual removal of retained products was under- 
taken in all cases within 30 minutes of delivery 
Suggests that in some cases a precipitate manage- 
ment may well have contributed to the large 
number of cases. The authors have done well to 
emphasize the fallibility of rough estimates of blood 
loss from the examination of stained sheets and 
soaked diapers. The apparatus which they have 
i is no doubt useful to overcome this diffi- 


145 


culty, but in everyday practice an attempt to 
catch all blood lost during the third stage in a 
sterile kidney dish pushed firmly against the 
perineum is quite adequate for practical purposes. ] 
W. I. C. Morris 


155. Employment of the Intra-uterine Pack in the 
Management of Postpartum Haemorrhage. 

By L. A. Day, R. D. Mussey, and R. W. 

DEVoE. Proc. Mayo Clin., 23, 176-181, Apr. 14, 
1948. 
Control of postpartum haemorrhage is one of 
the most important problems in _ obstetrics. 
Although maternal mortality from sepsis and 
toxaemia has been reduced, the maternal death 
rate from haemorrhage has remained relatively 
constant. Most deaths could be prevented if the 
bleeding were adequately and promptly controlled 
and the blood loss replaced adequately and 
promptly. 

The employment of the intrauterine pack for 
postpartum haemorrhage is a controversial subject. 
The literature is reviewed, the reasons being given 
why some authorities like while others dislike the 
intrauterine pack. The authors discuss points in 
the management of labour directed towards the 
avoidance of bleeding. Adequate fluid and caloric 
intake and sufficient rest are ensured for the patient 
during labour. Avoidance of ill-advised and 
unnecessary operative procedures is stressed. To 
facilitate and shorten the third stage an injection 
of posterior lobe of the pituitary is given as the 
head is born, and no massage of the uterus is 
allowed until symptoms and signs indicate placental 
separation. The placenta is then delivered by 
abdominal pressure on the uterine fundus. If the 
third stage is not complete in 20 minutes or if 
bleeding persists the Credé manoeuvre under 
anaesthesia is performed. If this fails and the 
patient is not bleeding manual removal is not 
resorted to for another 40 minutes. After the 
delivery of the placenta uterine massage and 
oxytocic drugs are used as required. If bleeding 
continues the uterine cavity is explored manually, 
retained placental fragments and blood clots are 
removed, and the uterus is finally packed with 
iodoform gauze in 2-inch (5-cm.) strips 5 yards (4.5 
m.) long, several lengths being tied together when 
more than one strip is needed to fill the uterus. 
Occasionally it is necessary to pack the vagina. 
As soon as the total blood loss exceeds 500 ml. a 
blood transfusion is started. This technique has 
been used in the Mayo Clinic since 1918. From 
then until the end of 1945, 12,000 deliveries had 
taken place and the tamponade was used in 267 
cases (2.2 per cent). 

In 3 cases the above methods failed to control 
the haemorrhage and abdominal hysterectomy was 
performed. The first of these patients had uterine 
fibroids, the second had a marginal placenta 
praevia, and the third, 36 years old, had a very 
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rapid first and second stage of labour and then a 
rupture of the uterus. Of the 267 patients, there 
was puerperal morbidity in 29 (10.9 per cent), this 
rate comparing favourable with that in similar 
cases where no pack had been employed. In the 
last 5 years, with the addition of chemotherapy, 
the morbidity rate has fallen to 4.4 per cent. When 
correction is made for those patients who had breast 
and urinary infection, phlebitis, and embolism the 
incidence of uterine sepsis amounts to 6 per cent. 
There was 1 death—in a woman who started labour 
at home, was repeatedly examined before reaching 
hospital, delivered of triplets, and died on the 8th 
day of puerperal sepsis—in the period preceding 
the advent of the sulphonamides and penicillin. 
In 1 case only did dermatitis arise due to sensitivity 
to iodine. The authors recommend the employment 
of the intrauterine iodoform pack to assist in 
control of persistent postpartum haemorrhage. 
Lilian Raftery 


156. Obstetric Injury to the Shoulder. (Trau- 
matismos obstetricos del hombro.) 

By A. CIFUENTES STOCKEBRAND. Arch. Hosp. 
clin. Ninos, 16, 64-71, June 1948. 20 refs. 


157. Injury to the Brachial Plexus Associated with 
Labor and Delivery. Case Report. 

By W.C. Retp and J. E. Summers. J. Michigan 
med. Soc., 47, 1010 and 1046, Sept. 1948. 2 figs. 


158. Paralysis of the Lateral Popliteal Nerve as a 
Result of Labour. (Paralisis del ciatico popliteo 
externo como consecuencia del parto.) 

By C. C. Laroret. Toko-ginec. pract., 7, 436- 
446, Oct. 1948. 1 fig., 18 refs. 


ANAESTHESIA. 


159. Commemoration of the Centennial of the Intro- 
duction of Anesthesia in Obstetrics by Sir James Y. 
Simpson. 

By B. P. Watson. Amer. J. Obstet. Gynec., 56, 
205-212, Aug. 1948. 


160. Premedication and Anesthesia in Obstetrics. 
Current Practices at the Boston Lying-in Hospital. 

By B. B. HersHENSON. New Engl. J. Med., 
239, 420-433, Sept. 1948. 3 refs. 


161. Single Injection Caudal for Obstetrical Anal- 


gesia and the Use of Pontocaine. 

By W. E. Brown. Amer. J. Obstet. Gynec., 55, 
717-723, Apr. 1948. 3 figs., 14 refs. 

A technique is described for producing obstetric 
analgesia, lasting 3 to 5 hours, by means of a 
single injection into the caudal canal. A solution 
of ‘‘ pontocaine ’’ (amethocaine hydrochloride) in 
normal saline is used, the amount required for 
complete analgesia being assessed by a preliminary 
estimation of the capacity of the caudal canal. The 


height of anaesthesia appears to be a function of 
the volume of fluid injected, and is not related to 
the concentration of the solution nor to the rate 
of injection. Cutaneous anaesthesia up to the costal 
margin is necessary for constant and invariable 
relief from the pain of uterine contractions; 15 to 
20 per cent of patients with a level of cutaneous 
anaesthesia at the umbilicus will suffer uterine 
pain. 

The capacity of the epidural space is estimated 
by injecting a fixed amount of a relatively non- 
toxic agent (30 ml. of procaine). On the results 
obtained from this injection the volume of ponto- 
caine solution necessary to produce complete 
obstetric analgesia can be assessed: for example, 
if 30 ml. of procaine gives cutaneous anaesthesia 
up to the umbilicus, 35 ml. of pontocaine solution 
should be given, but if 30 ml. of procaine gives 
anaesthesia only up to the symphysis, 40 to 50 
ml. of pontocaine will be necessary. The amount 
of total pontocaine given in the solution is not 
varied, 30 to 40 mg. being dissolved in the appro- 
priate amount of solution. 

Analgesia is induced as soon as the patient com- 
plains of pain. With the woman lying on her side, 
a 22-gauge Pitkin needle is introduced into the 
caudal space; 30 ml. of 1 per cent procaine solution 
is injected at the rate of 1 to 2 ml. per second, 
and after 10 to 15 minutes the level of cutaneous 
anaesthesia is observed. Next 30 to 40 mg. of 
pontocaine is dissolved in the appropriate volume 
of solution, 10 to 15 drops of 1 in 1,000 adrenaline 
are added, and the solution is injected at the rate 
of 1 to 2 ml. per second, The needle is then with- 
drawn, and the patient turned on her back or the 
opposite side. If the membranes are still intact 
they are now ruptured. 

In 106 of the 148 cases studied analgesia was 
satisfactory; 42 cases were partial or complete 
failures. The commonest cause of failure was some 
technical or anatomical difficulty. The average 
duration of analgesia was 3% hours, but it ranged 
from 45 minutes to 6 hours; the duration decreased 
with successive injections. Toxic reactions were 
observed in 24 cases, and, except in one case, were 
mild, consisting of nausea, vomiting, headache, 
and dyspnoea. In 5 cases there was a marked fall 
in blood-pressure, this being accompanied in one 
case by cyanosis. These toxic reactions all occurred 
in the first 10 to 15 minutes after injection. Delivery 
by outlet forceps is nearly always necessary, as the 
perineal reflex is absent. Blood loss is reduced, the 
average being 145 ml. The infant invariably 
breathes well immediately after delivery; there were 
only 2 deaths of infants in th\s series, one a still- 
born macerated infant and the other markedly 
premature. 

The effect on the physiology of labour is the 
same as with continuous caudal analgesia : the first 
stage is appreciably shortened, the second stage 
prolonged indefinitely until the obstetrician is ready 
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to deliver the child, and the third stage con- 
siderably shortened. No neurological complications 
were recorded. The advantages claimed for this 
method over continuous caudal analgesia are that 
it allows fairly accurate estimation of the volume 
of drug to be injected in individual cases, and that 
the physician is able to leave the patient for several 
hours once he has ensured that no toxic reactions 
are likely. But it is stressed that the risks inherent 
in caudal analgesia are still present, and that the 
usual precautions must be fully observed. 
Margaret Puxon 


162. Hypnosis as an Expedient in Obstetrical Anal- 


gesia. 
By W. E. Powtes. Canad. med. Ass. ]., 59, 
13 refs. 


163. Demerol in Obstetrics. 
By J. C. Broucuer. West. J]. Surg. Obstet. 
Gynec., 56, 480-481, Sept. 1948. to refs. 


164. Eighty Personal Cases of Shortening of Labour 
with Pethidine. (Ochenta casos, personales, de acorta- 
miento de la duracién del parto por medio del ‘‘ D- 
140 

By J. Carpus. Rev. mex. Cir. Ginec. Cancer, 
16, 165-172, May 1948. 


165. Intravenous Vinbarbital Sodium for Obstetric 
Analgesia. 

By M. F. F. Kon. Amer. J. Obstet. Gynec., 
56, ona Oct. 1948. 2 refs. 


166. Anatomical Basis for Continuous Caudal and 
Other Forms of Regional Block in Obstetrics. 

By J. G. P. CLELAND. Canad. med. Ass. J., 59, 
225-230, Sept. 1948. 3 figs. 


167. Continuous Caudal Analgesia in Poor-risk 
Obstetric Patients, Especially Those with Marginal 
Placenta Praevia. 

By A. T. THorp. North Carolina med. J., 9, 350- 
352, July 1948. 1 ref. 


168. Caudal Analgesia in Obstetrics. (L’anesthésie 
épidurale sacrococcygienne dans la pratique obstét- 
Ticale. ) 

By H. Diruponné. Anésth. Analg., Paris, 6, 166- 
182, June 1948. Bibliography. 


169. Saddle Block Anesthesia for Delivery. Report 
of 1,000 Cases. 
By C. L. JorGensen, J. H. Graves, and J. E. 


Sivacr, Sth. med. ]., 41, 830-834, Sept. 1948. 11 
refs 


170. Continuous Epidural Analgesia in Obstetrics. 
(Notions actuelles sur l’anesthésie épidurale continue 
en obstétrique. ) 

By A. BraGAand J. VaLetta. Rev. frang. Gynec., 
43, 301-312, Oct. 1948. 
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171. Continuous Lumbar Peridural Anesthesia in 
Obstetrics. 

By H. W. Umsteap and W. J. Durresne. Rhode 
Island med. J., 31, 489-491 and 493, Aug. 1948. 
6 re‘s. 


PUERPERIUM. 


172. Morbidity and Early Puerperal Rising. 
By J. A. Atton. Canad. med. Ass. J., 59, 170- 
171, Aug. 1948. 


173. A Case of Puerperal Inversion of the Uterus, 
Tolerated for Months. (Un caso de inversién uterina 
puerperal, tolerado durante meses.) 

By C. E. Massanet and A. TUGORES SERRA. 
Rev. esp. Obstet. Ginec., 7, 239-241, July—Aug. 
1948. 


174. The Bacterial Flora of the Postpartum Uterus. 
By E. G. Ho_mstrom and M. Murata. Amer. 
]. Obstet. Gynec., 56, 531-533, Sept. 1948. 11 refs. 


175. ‘‘ Secondary ’’ Puerperal Fever. (A ‘‘ mdsod- 
lagos gyermekagyi kérdésérél.) 

By L. Pataxy. Orv. Lapja, 4, 1062-1066, Aug. 
15, 1948. 15 refs. 


176. Gynaecological Sequelae of Puerperal Infection. 
(Secuelas ginecolégicas de la infeccién puerperal.) 

By A. Atvarez Bravo and C. D. GUERRERO. 
Ginec. Obstet. Méx., 3, 249-262, July-Aug. 1948. 
2 figs. 


177. Puerperal Septicaemia due to Ps. Pyocyanea: 
Failure with Streptomycin. 

By H. Sosut and O. Kuarrat. Brit. med. J., 2, 
516, Sept. 11, 1948. 4 refs. 


178. Puerperal Gangrene and Ergot Medication. 
(Puerperalgangran und Secale-Medikation.) 

By U. von Rutte. Schweiz. med. Wschr., 78, 
869-871, Sept. 11, 1948. 2 figs., 20 refs. 


179. Is more Extended Use of Manual Intrauterine 
Examination after Labour Justified? (La pratique 
élargie de la révision utérine aprés 1’accouchement 
est-elle justifiée.) 

By L. Groannt. Sem. Paris, 24, 2617- 
2619, Oct. 30, 1948. 10 refs. 


180. Clinical and Histological Findings in Late Puer- 
peral Haemorrhage, (Histologische und klinische Be- 
funde bei Spatwochenbettsblutungen. ) 

By H. Limsurc. Geburtsh. u. Frauenheilk., 8, 
352-357, Apr. 1948. 

Secondary postpartum haemorrhage is usually 
said to be due to the formation of a placental polyp 
but microscopical examination of all the material 
obtained by curettage has shown that there are 
other causes. The author reviews the literature 
up to date and gives his findings in go cases treated 
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in the University Clinic, Hamburg-Eppendorf. In 
33 there was placental tissue (in 17 in large amount, 
in 16 in small amount), in 18 decidual tissue only, 
in 7 fibrin and blood clot only, in 6 irregular pro- 
liferation of the endometrium, in 12 hyperplasia 
of the endometrium, and in 14 blood-vessels with 
hyaline degeneration only. The haemorrhage 
occurred within 4 weeks of delivery in 87 of the 
cases, and in all except one case delivery of the 
baby and placenta was spontaneous. 
Gladys Dodds 


181. Puerperal Inversion of the Uterus of Nutritional 
Origin—an Experimental Study in the Albino Rat. 

By J. Git_man, C. GILBERT, and T. GILLMAN. 
S. Afr. J. med. Sci., 12, 161-166, Dec. 1947. 3 
figs., 17 refs. 

A brief review is given of the incidence of 
puerperal inversion of the uterus in various clinics 
in the United States and the United Kingdom. The 
aetiology of the condition is discussed with reference 
to the accepted belief that inversion is often caused 
by mismanagement of the third stage, but mention 
is made of the opinion of De Lee and others that 
acute inversion may be the result of changes 
inherent within the uterus itself. The authors were 
unable to find any reference in the literature to 
the effect of nutrition on inversion. They investi- 
gated this factor in the albino rat. Groups of 10 
rats, 5 male and 5 female, weighing approximately 
30 to 40 g. were used in the nutritional experiments. 
The rats were weighed weekly and the weight 
curves plotted. Of a total of 20 animals on 4 
experimental diets 5 developed uterine inversion. 
The growth curves on the experimental diets were 
considerably retarded, as shown by the fact that 
at the end of the roth week on the control and 
experimental diets the respective weights were 240 
and 136 g. From these experiments it was obvious 
that as regards the rat nutrition did in some way 
modify the reactivity of the uterus and could pre- 
dispose either to rupture or to acute puerperal 
inversion. J. Stallworthy 


LACTATION. 


182. Lugol’s Solution in Failing Lactation. 

By D. P. NicHotson. Brit. med. J., 1, 1029- 
1030, May 29, 1948. 8 refs. 

The author repeated the work of Robinson 
on the use of Lugol’s solution in increasing the 
yield of milk (Lancet, 1943, 1, 66; Brit. med. J., 
1947, 2, 126; Lancet, 1947, 2, 90 and 385). Infants 
are test-weighed on the 5th day and if the milk 
output is less than 10 oz. (284 ml.) it is considered 
that lactation may fail. The mother is then given 
6 drops of Lugol’s solution (5 per cent iodine in 
Io per cent aqueous potassium iodide) in milk 
twice daily, treatment beginning on the 6th day 
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and continuing until she is discharged or until the 
milk output reaches 16 oz. (454 ml.). Alternate 
cases were used as controls or given Lugol’s 
solution, depending on the milk output. Test- 
weighing was not possible after the mother was 
discharged, which was usually on the 12th day 
after delivery. Concurrently all infants in hospital 
were test-weighed on the 5th and roth days to 
provide an indication of normal. An added com- 
plication in the present series was the use of 
Waller’s method of encouraging lactation and 
avoiding congestion by administration of stil- 
boestrol and the expression of colostrum. To make 
the results more strictly comparable, milk output 
was measured by test-weighing, the total output 
(test-weighing and expressed milk) being also 


recorded. In this way the effect of Lugol’s solution | 


on total output was measured while Robinson's 
criteria were adhered to. Stilboestrol had been 
given in cases in which there was early breast 
congestion; as this might possibly have an adverse 
effect on lactation these cases were excluded from 
the trial, but test-weighing was carried out. Of 
54 such cases, 11 on the 5th day had an output of 
over I0 0z.; 43 had an output of less than Io oz. 
This second group were not given iodine. 


5th Day | 10th Day 


Group \No. | Output | Sth Day | Output | 10th Day 

Bulk | Mean Bulk Mean 

| (oz) (0z.) (02.) 

Normal at Sth day.| 151 | 2330 | 15.4 3,019 19.9 
| (66.2 1.) | (436 ml.) (85.77 1.) | (565 ml.) 

Normal at Sth day.) 11 190 17.2 | 221 20.0 
Stilboestrol given (5.41 1.) | 490 ml.) | (6.28 1.) | (568 ml.) 

Failed at Sth day. | 43 23 5 | Ge 15,2 
Stilboestrol given (6.76 1.) | (156 ml.) | (18.5 1.) | 432 ml.) 

Failed at Sth day. | 24 1 i | 36 15.0 
Controls (5.65 1.) | (235 ml.) (10.28 1.) | 425 ml.) 

Failed at Sth day. 19 167 8.5 | 262 13.7 
Iodine given 4.741.) (240 ml.) | (7.441.) | G90 ml.) 


The results showed that Lugol’s solution had no 
beneficial influence on lactation.  Stilboestrol 
appeared to have no deleterious effect when given 
in the first few days of lactation. L. M. Rose 


183. The Effect of Inanition on Mammary-gland 
Development and Lactation. 

By J. F. Sykes, T. R. WRENN, and S. R. HALt. 
J. Nutrit., 35, 467-476, Apr. 10, 1948. 2 figs., 11 
refs. 

The authors note that previous studies on the 
effect of inanition on mammary growth were made 
with non-pregnant animals. In the present study 
a moderate degree of inanition was maintained in 
female rats from the time of weaning through preg- 
nancy to parturition. A stock diet, which permits 
good growth, reproduction, and lactation, was fed 
ad libitum to a group of controls. A restricted 
amount, containing the same quantities of protein 
and other food nutrients but reduced to 70 per cent 
in total energy value, was given to an equal number 
of litter-mates. At parturition, half of the mother- 
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rats of each group were killed and weights of 
mammary glands were recorded. The remaining 
mother-rats of both groups were allowed to suckle 
a litter of 12 for 21 days, all receiving unrestricted 
amounts of the stock diet during the nursing period. 
The gain in weight of the litter was used as a 
measure of lactation. At the end of the nursing 
period body weights and weights of mammary 
glands dissected from the killed animals were again 
recorded. 

Inanition reduced the development of mammary 
tissue in the rats which became pregnant, and this 
reduction (80 per cent) was disproportionate to 
the reduction in body size (22.6 per cent) caused 
by the reduced intake of food. When adequate 
food was supplied during lactation to the previously 
restricted rats, they increased in body size rapidly; 
the mammary glands also grew rapidly, and their 
milk yields were superior to those of the normal 
controls. The gain in weight per litter, the average 
weight of the young and the survival rate of the 
young at the 14th and 21st days of lactation were 
greater in every instance. The authors suggest, 
as a possible explanation, that regression of the 
functional activity of the mammary tissue may 
have set in earlier in those glands which were fully 
developed at parturition than in the glands which 
were actively growing during the lactation period. 
It is further suggested that in animals which are 
to be used for milk production it may be desirable 
to regulate food intake so that only moderate body 
sizeand mammary-gland development are attained 
at the time of first parturition. Joseph Parness 


184. Effect of Infused Streptomycin in the Mam- 
mary Gland. 

By C. R. SmitH, W. E. PETERSEN, and R. W. 
Brown. Proc. Soc. exp. Biol., N.Y., 68, 216-219, 
May 1948. 3 refs. 

A solution containing 20,000 units of strep- 
tomycin per ml. in distilled water was infused in 
doses of 100,000 to 500,000 units per quarter into 
the udders of 5 normal lactating cows, and in doses 
of 140,000 or 200,000 units per half-udder in a goat. 
The animals were milked out completely at inter- 
vals, and the streptomycin was determined in the 
milk by a modified cup-plate method. The con- 
centration of antibiotic found in the milk varied 
with the dose given and with the milk production 
of the individual quarter, but did not fall below 
20 units per ml. in any sample taken up to 24 hours 
after the infusion. The concentration in successive 
samples gradually decreased, but detectable 
amounts of streptomycin were still present after 
48 hours. It is suggested that the drug may be 
fixed locally in the tissues of the mammary gland, 
the amount diminishing as each milk sample is 
equilibrated with the tissues and removed. In the 
goat and in one of the cows, determination of 
streptomycin in the urine showed that a steady 
excretion of 2 to 135 units per ml. took place for 
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at least 32 hours. No streptomycin could be 
detected in the blood. The treatment caused no 
irritant effects upon the udder, and the pH and 
chloride content of the milk were unaffected. 

L. G. Goodwin 


185. Staphylococcus aureus hemolyticus Puerperal 
Mastitis and Infections of the Newborn. 

By L. R. Pyte. Amer. J. Obstet. Gynec., 55, 
676-682, Apr. 1948. 15 refs. 

An epidemic of infection in an obstetric depart- 
ment is described. From January 1, 1945, to 
December 1, 1945, there were 26 infections of the 
puerperal breast and 16 infections in the newborn 
of which 7 involved the breast. During this period 
there were 1,273 deliveries. In 16 instances in which 
cultures were taken each yielded Staphylococcus 
aureus haemolyticus. The bacteriological investiga- 
tion of the epidemic is described, with the control 
measures adopted. The source of the infections 
appeared to be asymptomatic carriers harbouring 
Staph. aureus in the nasopharynx. 

Anthony W. Purdie 


THE INFANT. 


186. The Sex Ratio. 

By W. J. Martin. Med. Offr., 79, 153-156, Apr. 
10, 1948. 7 refs. 

Since the days of John Graunt the sex ratio at 
birth has never failed to interest statisticians and 
biologists; writes of statistical textbooks have used 
the data to illustrate the methods of computing 
and testing the significance of ‘‘ chance’’ devia- 
tions; biologists have studied the variations of the 
sex ratio under different conditions and it has been 
noted that it changed in both the periods of world 
war. The present paper provides a careful study ~ 
of the available data. The age of the mother at 
birth, the order of birth, and the environmental 
conditions may all be factors. Although data are 
numerous, official returns do not yet tabulate the 
sex ratio by birth order within each age group, 
so that a complete analysis is not practicable. 
Crew suggested that the sex ratio might be a useful 
index of social-economic conditions, and Mac- 
Queen thought a low male-female ratio might 
indicate that the health services needed improve- 
ment. The author, however, finds no evidence that 
the sex ratio is sensitive to fluctuations in social- 
economic conditions. Major Greenwood 


187. Whose Duty is it to Look After the Newborn 
Infant? (Wem obliegt die Betreuung der Neuge- 
borenen?) 

By T. v. JASCHKE. Geburtsh. u. Frauenheilk., 8, 
656-658, Sept. 1948. 


» 
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188. Principles of Care of the Newborn in Obstetric 
Institutions. (Grundsitzliches zur Betreuung der 
Neugeborenen an geburtshilflichen Anstalten.) 

By E. THomas. Geburtsh. u. Frauenheilk., 8, 
653-655, Sept. 1948. 


189. Foetal and Neonatal Mortality and Birth 
Weight of Children Born to Prediabetic Mothers. (Den 
fgtale og neonatale dgdelighet og fgdselsvekten hos 
harn fgdt av prediabetiske mgdre.) 

By O. ImersLunD. Nord. Med., 40, 1880-1882, 
Oct. 15, 1948. 9 refs. 


190. Prenatal Estimation of Birth Weight by Pelvi- 
cephalometry. 

By S. W. DonaLpson and W. D. CHENEY. Radio- 
logy, 50, 666-672, May 1948. 6 refs. 

The authors studied the results of X-ray 
pelvimetry, cephalometry, and foetometry in a 
series of 338 cases selected from 8,038 obstetrical 
patients at St. Joseph Mercy Hospital, Michigan. 
Cephalometry and foetometry are the primary 
considerations but a brief review is given of pel- 
vimetry. 

It is claimed that difficult labour was anticipated 
in 30 patients and in 29 of these elective Caesarean 
section was successfully performed. The method 
of assessing the presence or degree of disproportion 
was by the relation of head volume to pelvic 
capacity. The head volume calculation was based 
on a graph prepared by Ball (Surg. Gynec, Obstet., 
1936, 62, 798) which shows the volume increase 
in the foetal head in relation to weeks of gestation: 
This graph is considered by the authors to be 
reliable to within 10 per cent in cases examined 
within 10 weeks of delivery. The pelvic capacity 
was obtained in ml. from antero-posterior and 
lateral views [but it is not stated how this figure 
is obtained.] Evidence is given to support the 
views of those radiologists who direct their 
attention in pelvimetry towards the pelvic 
diameters only, assuming a foetus of average 
weight. 

_ Birth weight was calculated in two ways from the 
radiographs: (a) from the estimation of the head 
volume by employing graphs also prepared by Ball; 
(b) by using the relation of the occipito-frontal 
diameter to the foetal length which has been 
described by Thoms and, from the latter, estimating 
the weight. Both these methods gave misleading 
results. From the former method the following 


results are quoted; in 22 per cent of cases there 


was a 4-0z. (114 g.) error, in 36 per cent an 8-oz. 
error, and in 62 per cent an error of over 8 oz., 
while in 2 per cent no predictions were made. 
These results render the process of doubtful prac- 
tical value. It is suggested, therefore, that skeletal, 
fatty, and muscular development are not measur- 
able antenatally by radiological means, while it 
is emphasized that this is not due solely to faulty 
technique. 


[The authors state that abnormal findings in 
primiparae in this study are not sufficient to warrant 
routine pelvimetry on all primiparae, but they do 
not state how this conclusion is reached; they do 
not give their radiological assessment in the 76 
forceps deliveries of the 338 cases in the series, no 
mention is made of foetal mortality, and the results 
as regards mother and child are not compared with 
those in a control series. | Donald Beaton 


191. The Premature Infant. A Study of One 
Hundred and Seventy-Three Liveborn Premature In- 
fants. 

By W. T. O’ConNnELL. Amer. J. Obstet. Gynec., 
56, 765-769, Oct. 1948. 2 figs., x ref. 


192. Anaerobic Metabolism in the Newborn Infant. 
I. On the Resistance of the Fetus and Newborn to 
Oxygen Lack. 


By J. L. Witson, H. S. Rearpon, and M. 
Murayama. Pediatrics, 1, 581-592, May 1948. 5 
figs., 17 refs. 

The authors first discuss in detail investigations 
of others on the resistance of newborn animals to 
anoxia, as well as studies on the acid-base balance 
in normal full-time and premature infants. They 
record observations of the pH values and carbon 
dioxide content and tension in healthy premature 
infants, these determinations being carried out on 
temporal artery blood and capillary arterial blood 
plasma in 12 premature infants whose ages ranged 
from 3 to 45 days, and whose birth weights ranged 
from 1,120 g. to 2,000 g. The average pH value 
was found to be 7.3 with a range from 7.18 to 7.48. 
The average total carbon dioxide content in milli- 
equivalent per litre was 19.3, with values of 12.7 
and 25.3 as lower and upper limits respectively. 
From these results, which substantially confirm 
those of Raiha and Branning, the authors conclude 
that in premature infants there is an acidosis with 
a low pH, low total carbon dioxide content, and 
low carbon dioxide tension. This acidosis they 
presume to be due to an increase in blood organic 
acids, such as lactic and pyruvic acids. 


Studying the effect of high oxygen concentration 
(7o per cent) on the respiration of premature 
infants, they observed that the type of respiration 
occurring when the infants were in room air was 
periodic and this could be transformed to the 
normal form of breathing by administration of a 
high oxygen concentration, These observations 
indicate that in room air the total effectiveness of 
the pulmonary ventilation in prémature in‘ants is 
insufficient to prevent a type of respiration usually 
interpreted as resulting from oxygen lack. As it 
occurs in healthy premature infants the authors 
consider it to be evidence of the existence of a 
partial anaerobic type of metabolism which they 
plan to study further. W. F. Gaisford 
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193. Investigations on the Pathology of the Pan- 
creas in the First Year of Life, with Special Reference 
to the Connective Tissue. (Untersuchungen zur 
Pathologie des Pankreas im ersten Lebensjahr unter 
pesonderer Beriicksichtigung des Bindegewebes. ) 

By G. ULE. Frankfurt. Z. Path., 59, 359-380, 
1948. 4 figs., 19 refs. 

In 72 premature infants and infants within the 
first year of life, the weight and length of the pan- 
creas differed greatly, without definite relation to 
age. The average weight in newborn infants is 
3.07 g- The pancreas at this age is very rich in 
connective tissue; this is apparently connected 
with the special function of connective tissue in 
foetal life; signs of embryonal haematopoiesis were 
frequently seen. There is a relative insufficiency 
of the pancreas at this age which may be responsible 
for certain disturbances. In cases of general infec- 
tion hyperaemia was repeatedly found, and in 3 
cases haemorrhages were seen. Cases are described 
in which severe alterations (phlegmonous pan- 
creatitis, obstruction of duct) had occurred without 
corresponding clinical signs in vivo. 

O. Neubauer 


194. Infantile Cortical Hyperostoses. [In English. ] 

By D. Van ZEBEN. Acta paediatr., Stockh., 35, 
10-20, 1948. 9 figs., 4 refs. 

Three cases of infantile cortical hyperostoses 
which presented features not hitherto noted ace 
described. In all of them there were the charac- 
teristics found by Caffey—cortical thickenings in 
the bones and tender swellings deep in the soft 
tissues, though the peculiar facial expression caused 
by the latter in the region of the lower jaw, as 
described by Smyth, was not evident. In addition, 
a familial incidence was encountered (two of the 
patients were siblings and the third was a cousin) 
and an anterior convex curvature of the thickened 
tibiae was seen radiologically. In each case the 
presenting symptom was swelling of the legs, 
associated in 2 cases with pain and impaired move- 
ment. Biopsy in one case revealed infiltration with 
osteoblasts, lymphocytes, and marrow cells. Culture 
and inoculation tests were negative. Two of the 
infants recovered; the third died of an intercurrent 
infection. W. F. Gaisford 


195. Oxycephaly with Optic Atrophy. Report on 
Results of the King Operation. 

By J. V. Lisman. Amer. J]. Ophthal., 31, 311-- 
317, Mar. 1948. 8 figs., 12 refs. 

Oxycephaly is a congenital abnormality of the 
bones of the skull in which there is premature 
synostosis of the face and head; increase of intra- 
cranial pressure and optic atrophy are common 
complications. Three groups are recognized. In 
the first there is closure of the sagittal suture and 
in the second the coronal sutures are involved, 
while in the third both are affected. The signs 
and symptoms are those of increased intracranial 
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pressure. The size of the orbits may be decreased, 
and exophthalmos and lagophthalmos may be 
found. Vision usually becomes defective at an 
early stage. There is some doubt whether the optic 
atrophy is primary or secondary, but there appears 
to be little evidence that the optic foramen is small. 
A case is reported in which the right eye showed 
marked primary atrophy. This case was treated 
by the King morcellation operation. There was 
some immediate improvement of the vision in the 
right eye, but this was not maintained. It is pointed 
out that the optic atrophy may be due to the 
small size of the optic foramen, to papilloedema, 
or to distortion of the optic nerves by traction. 
The most rational treatment appears to be the 
linear craniectomy of Faber. Exophthalmos always 
recedes after operation. A. G. Cross 


hehal 


P ic Dysplasia. 


196. Congenital Encephal 
Epidemiologic Implications. 

By T. H. Incatts. Pediatrics, 1, 315-326, Mar. 
1948. 3 figs., 23 refs. 

The ocular lesions seen in encephalo-ophthalmic 
dysplasia have been reported for many years, but 
it was only in 1942 that retrolental opacity (fibro- 
sis) was associated with prematurity (Terry, Amer. 
J. Ophthal., 25, 1409), and later with cutaneous 
haemangiomata (Reese and Payne, Amer. ]. 
Ophthal., 1946, 29, 1), and with hydrocephalus and 
other intracranial faults (Krause, Arch. Ophthal., 
Chicago, 1946, 36, 387). The name, congenital 
encephalo-ophthalmic dysplasia, was given by 
Krause in 1946. The present author has collected 
77 cases from the literature, including 3 of his 
own, described in detail in this paper. His 3 cases 
were in premature babies; and 51 of the total 
number were in premature infants. The opacities 
in the eye were present at birth in full-time babies; 
they were seldom noted at birth in the premature 
group. Terry, in 3 of his cases, was able to watch 
the retrolental membrane develop during the first 
6 months of the infant’s life in lenses that were 
clear when the child was born. 

In 12 of the 77 cases there were single or multiple 
haemangiomata in the skin, and in 1 of the author’s 
cases gelatinous masses of haematomatous tissue 
were found postmortem at the base of the brain. 

Seven of 27 patients for whom there were post- 
natal records had evidence of cerebral ‘‘ dysplasia ’’ 
in the form of hydrocephalus, intracranial haemor- 
rhage, or spasticity; and in the author’s fatal case, 
there was diffuse ‘‘ cortical deficiency’’, the 
basal gelatinous masses already described, hydro- 
cephalus, and a reticular thickening of the meninges. 

A significant correlation was found between the 
ocular and other lesions and maternal toxaemia and 
placental haemorrhages. These ‘‘ maternal disturb- 
ances ’’’ occurred during the second trimester of 
pregnancy or a little later. At this period. under 
normal conditions the differentiation of the primary 
vitreous is completed and its sheath disappears. It 


| 
j 
] 
} 
] 
4 


152 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


is suggested that this normal process of involution 
is arrested by foetal anoxia resulting from maternal 
toxaemia or placental haemorrhage at this time. 
If this hypothesis is correct it might also explain 
the occurrence of ordinary cutaneous haemangioma, 
and also of the rare Lindau’s disease (retinal and 
cerebellar angiomatosis). The same theory of 
arrested development of particular tissues leading 
to aberrant growth is applied in explanation of the 
multiple deformities in the ocular lens, brain, and 
heart that occur in the developing foetus after 
maternal rubella; the different distribution and 
character of the defects are due to the operation of 
the noxious agent at an earlier period of develop- 
ment (the first trimester of pregnancy), The 
multiple defects of mongolism, occurring also at 
an early period of foetal life, are also explained by 
the same theory of arrested development of tissues 
by vascular faults and consequent failure of oxygen 
supplies. In all three syndromes there is postulated 
a common basic defect, which may be caused by 
different agents (bleeding, toxaemia, infections, and 
multiple or premature births), ané which may 
produce different patterns of defect, according to 
the stage of development, the severity and site of 
the lesions, and the secondary changes. There is 
no evidence of a genetic factor. C. McNeil 


197. Early Diagnosis of Dacryocystitis and Con- 
genital Glaucoma. 

By C.'S. Perry. Ohio St. med. J., 44, 821, 
Aug. 1948. 


198. Congenital Impatency of the Nasolacrimal 
Duct. 

By G. Guerry and E. L. KeEnpic. Arch. 
Ophthal., Chicago, 39, 193-204, Feb. 1948. 3 figs., 
19 refs. 

After a review of some of the literature on this 
subject the authors report that of 200 consecutive 
full-time infants examined 12 showed impatency. 
Each of these was cured by massage over the sac 
by the child’s mother and the application of 
penicillin ointment three times daily. The duration 
of treatment was from 3 weeks to 5 months. 

In 5 cases of impatency not included in the 
above series probing was required. The advantage 
of probing through the upper canaliculus is 
emphasized. The end of the probe is felt with a 
““sub-mucous elevator’’ when it has passed into 
the inferior meatus. In rare instances it is found 
to be covered with mucous membrane, which can 
be perforated by vigorous rubbing with the elevator, 
the patient being given ether anaesthesia. 

H. Neame 


199. The Results of Treatment of Congenital Dis- 
location of the Hip in Infancy. 

By F.C. Bost, H. Hacry, E. R. SCHOTTSTAEDT, 
and L. J. Larsen. J. Bone Jt Surg., 30A, 454-468, 
Apr. 1948. 5 figs., 9 refs. 


The results of treatment of 112 cases of con- 
genital dislocation of the hip have been analyzed 
both anatomically and functionally. The patients 
were treated by various methods, including plaster 
fixation and some modification of Putti’s divarica- 
tor bar. Preliminary traction before close reduction 
was favoured. The anatomical results were assessed 
on the radiographs by Hilgenreiner’s measure- 
ments. [The conclusions arrived at are not new. ] 
Briefly, the younger the child at the time of reduc- 
tion, the better the result. Good anatomical results 
were obtained by treatment in infancy in 81.3 per 
cent, and good functional results in 80.4 per cent 
of hips. The functional result is better than might 
be expected from a study of the radiograph. 

Ronald Furlong 


200. Follow-up Study of the Early Treatment of 
Congenital Dislocation of the Hip. 

By C. H. Creco and J. R. ScHwWartzMann. J. 
Bone Jt Surg., 30A, 428-442, Apr. 1948. 23 figs., 
6 refs. 

The authors were dissatisfied with the results 
of treatment of congenital dislocation of the hip 
by the classical methods. The method they have 
adopted is first to reduce the dislocation by traction 
and gentle manipulative reduction. Reduction is 
maintained with plaster for 3 months, the femur 
being internally rotated and abducted. The authors 
emphasize the importance of anteversion of the 
femoral neck; they correct the rotation by supra- 
condylar osteotomy in more than 80 per cent of 
cases. The hour-glass construction of the capsule, 
if present, is divided by open operation if a con- 
centric reduction cannot be obtained. It was 
found that, in spite of reduction, the acetabulum 
failed to deepen sufficiently in about half the hips 
and some form of reconstructive procedure was 
used. [The results as tabled are difficult to follow, 
but it would seem that 90 per cent of the reductions 
were satisfactory from the functional aspect. ] 

Ronald Furlong 


201. A Case of Derodidymus, 
miano derodimos.) 

By A. A. LUENGO and R. pE LEDEsMa. Rev. esp. 
Obstet. Ginec., 7, 246-252, July—Aug. 1948. 4 figs., 
11 refs. 

202. Conjoined Fetuses Serempenene in a Dizy- 
gotic Triplet Pregnancy. 

By P. M. Foster. Amer. J. Obstet. Gynec., 56, 
799-804, Oct. 1948. 6 figs., 15 refs. : 

203. Anencephaly. (La anencefalia.) 

By F. U. Imaz, R. Durrovsky, 


(Un monstruo siso- 


and P. 


ALBANESE, Obstet. Ginec. lat.-amer., 6, 315-328: 
July 31, 1948. 9 figs., bibliography. 
204. Receding Chin and Glossoptosis. 
Respiratory Difficulty in the Infant. 
By A. NIsenson. J. Pediatr. 
1948. 3 figs., 


A Cause of 


» 32, 397-403, Apr. 
17 refs. 
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REVIEW OF CURRENT LITERATURE 


Acommonly overlooked cause of cyanotic attacks 
in newborn infants is hypoplasia of the mandible. 
In this condition ptosis of the tongue causes 
mechanical obstruction of the larynx, cyanosis, 
dysphagia, and respiratory embarrassment. The 
infants may die of asphyxia or starvation, since 
the symptoms are aggravated during feeding. The 
literature on this subject is briefly reviewed and 
the findings are tabulated in 19 cases. A typical 
case is described in a 7-weeks-old infant. A special 
head-gear was devised to push the chin forward; 
this the infant wore for a month and thereafter 
his progress was satisfactory. Jas. M. Smellie 


205. Pulmonary Pathology as Related to Infant 
Resuscitation. 

By W. Scuwas, H. D. Eastman, and B. 
Etsten. N.Y. St. J. Med., 48, 1703-1708, Aug. 
1, 1948. 9 figs., 6 refs. 

206. The Role of Delayed Gastric Emptying Time 
in the Etiology of Aspiration Pneumonia. 

By H. F. Cuase. Amer. J. Obstet. Gynec., 56, 
673-679, Oct. 1948. 9 refs. - 


207. Bacterial Flora in Infants Encountered at Time 
of Delivery. A Study of One Hundred Cultures from 
the Eyelids. 

By H. C. FRANKLIN. Amer. J. Obstet. Gynec., 
56, 738-742, Oct. 1948. 5 refs. 

208. Control of Air-borne Infections in a Nursery 
for Young Infants. 

By I. RosensterN. Amer. J. Dis. Child., 75, 
193-202, Feb. 1948. 5 figs., 7 refs. 

An investigation into the methods of controlling 
airborne cross-infection in a nursery for infants has 
been conducted over a period of 7 years. Air 
conditioning alone was ineffective, although when 
this was associated with germicidal irradiation of 
the‘upper air there was an improvement. Air 
conditioning with germicidal light barriers between 
beds was more efficient, as was, air conditioning 
with mechanical barriers. The use of flannel and 
gauze face masks is recommended, although further 
investigations are being made to decide the most 
efficient forms. N. M. Jacoby 


209. Blood Levels of Penicillin with Oral Use of 
Buffered and Unbuffered Solutions. Studies on a Series 
of Infants and Children. 

By S. Q. Contan, J. M. Lewis, and E. SELic- 
MANN, Amer. J. Dis. Child., 75, 15-23, Jan. 1948. 
3 figs., 17 refs. 

Experiments have been carried out in order to 
determine the effect of the oral administration of 
buffered and of unbuffered solutions of penicillin 
on the levels of penicillin in blood in infants and 
children. Sixteen children (2 to 12 years old) and 
14 infants (10 days to 4 months of age) were each 
given in general 3,000 to 5,000 units of penicillin 
orally per kilo body weight. Blood was obtained 
for penicillin determinations 1 hour and 2 hours 


T53 


after administration of the drug. The assays of 
penicillin were carried out by the method of 
Rosenblatt et al. (J. Bact., 1944, 48, 599), the test 
organism being Streptococcus pyogenes C—203. The 
penicillin mixture was prepared by dissolving 
100,000 units of penicillin in 12 ml. of water and 
8 ml. of syrup; for the buffered preparation 3 g. 
of trisodium citrate was added to this mixture. Each 
child received the unbuffered mixture of penicillin, 
and 2 or 3 days later each received a similar amount 
of penicillin buffered with trisodium citrate, 1% 
hours before the midday meal. 

The results showed that after 1 hour the levels 
of penicillin in blood were higher in i4 of the 16 
children who received the buffered preparation, 
and after 2 hours in 10 of the 12 children who re- 
ceived this preparation. These results were 
statistically significant. In infants no statistically 
significant difference was noted. That penicillin 
must be buffered for administration to children, 
but not necessarily for infants, would appear to 
be due to the fact that the pH of the gastric juice 
of children is lower than that of infants and there- 
fore in children the gastric juice is more destructive 
to penicillin. According to Wolman (Amer. J. Dis. 
Child., 1947, 71, 394) the respective fasting pH 
values for children and infants are 3.2 and 4.4. 
Experiments carried out in vityo confirmed this 
view. 

The blood levels obtained with the buffered 
preparations of penicillin in children and: with the 
unbuffered preparation in infants were, in most 
instances, well above 0.03 Oxford unit per ml. Thus 
a dose of 3,000 to 5,000 units of penicillin per kilo 
body weight was effective in achieving therapeutic 
blood levels 1 hour and 2 hours after the admini- 
stration of the drug. In most infants there was 
no appreciable fall in the level of penicillin in the 
blood 2 hours after administration of the drug, 
whereas in the children there was a marked fall 
with both the buffered and unbuffered solutions 2 
hours after ingestion of penicillin. This fall may be 
due to the transient effect of the buffer on the pH 
of the gastric juice, as from in vitro studies it 
would be assumed that a buffer would protect 
penicillin from the destructive action of the gastric 
juice for from % to 4% hour. On the other hand 
the maintenance of high blood levels in infants 
2 hours after administration of the unbuffered 
preparation may be attributed to the persistently 
high pH of the gastric juice of infants. 

- L. G. Scott 


210. Can Tuberculous Mastitis Cause Contact In- 
fection in a Breast-fed Child? (Felteheto-e a csecsemo 
kontakt infektidja a szoptato anya emlogiimo- 
kérjabol? ) 

By D. Lazar. Orv. Lapja, 4, 471-472, Apr. 4, 
1948. 2 figs., 9 refs. 

A 32-year-old woman, operated upon for what 
was proved histologically to be tuberculous mastitis, 
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reported that her breast-fed child had died 6 weeks 
before the operation. Although there was no record 
of medical observation of the infant during the 
illness or of a necropsy, the mother’s description 
suggested that the infant had died of tuberculous 
meningitis. The author regards a _ primary 
alimentary infection of the infant as probable. 
Vilma Samet 


211. Stomatitis in Infants Caused by B. mucosus 
capsulatus. 

By R. L. Faucerr and H.C. MILter. Pediatrics, 
1, 458-461, Apr. 1948. 1 fig., 1 ref. 

A type of membranous stomatitis observed in 
6 infants (4 within the neonatal period) is described. 
In each case a Gram-negative organism probably 
belonging to the Bacillus mucosus capsulatus group 
was recovered from the lesions on culture; in 3 
cases it was the only organism found and in the 
remaining 3 cases it was accompanied by Monilia 
albicans. The claim that the organism discovered 
was probably responsible for the disease is sup- 
ported by: (1) the failure to find it in routine nose 
and throat cultures in the author’s paediatric 
service; (2) the fact that a specific antiserum made 
from the first case agglutinated to a titre of 1 in 
1,500 the organisms recovered from 2 of the remain- 
ing 5 infants; and (3) the uniform clinical features 
of the lesion and rapid response to treatment with 
sulphadiazine. 

The lesions, which bore some resemblance to 
those of thrush, consisted of a dirty white mem- 
brane in patches, but with a tendency to become 
confluent. None of the patients showed evidence 
of systemic response, such as fever, vomiting, 
diarrhoea, or leucocytosis, but the mouth seemed 
painful, and one patient developed dehydration due 
to inadequate intake of fluids. The infection was 
resistant to 1 per cent gentian violet, but responded 
quickly to sulphadiazine, gr. 1 (65 mg.) per pound 
(0.45 kg.) body weight per day. In one case cultures 
from the mouth became negative 4 days after the 
treatment was begun. Sulphadiazine was not so 
speedily effective when there was also monilial in- 
fection. Direct contact between the affected infants 
was not demonstrated. N. B. Capon 

212. Two Types of the Toxic Otitic Syndrome in 
Infants (Seen in Private Practice). (A propos de deux 
types de syndromes hypertoxiques auriculaires, (Ob- 
servés en clientéle) .) 

By J. Lemorne. Ann. Otolaryng., 65, 294-304, 
May-June 1948. 5 figs. 

The clinical forms of the toxic syndrome accom- 
panying otitis media in infants depend on the 
general resistance of the patient and the virulence 
of the organism. Thus in infants under 3 months 
with little resistance the toxic syndrome dominates 
the picture and masks the otitis media. In more 
resistant subjects aged 3 to 6 months a period of 
remission may divide the syndrome into an early 


stage corresponding to invasion of the tympanic 
cavity and a late stage marking the invasion of 
the antrum. In still more resistant patients aged 
6 to 12 months either of the two stages may 
appear independently. These are the two types 
of toxic otitic syndrome described by the author, 
An illustrative case of each type is quoted. It is 
emphasized that the weight chart is the most 
reliable of all the signs. The initial fall marks the 
early stage when the tympanic cavity is first 
invaded. The lesion is congestive in nature and 
entirely reversible. It should respond to medical 
treatment in 3 to 5 days and surgery is contra- 
indicated. A rise in weight follows, accompanied 
by clinical recovery. This is the typical course of 
the ‘‘ early otitic syndrome’’. A second fall in 
weight marks the secondary invasion of the antrum 
with osteitis and pus formation. The change is 
irreversible and mastoidectomy is urgently called 
for, as deterioration will surely follow and increase 
the operative risk hour by hour. ‘‘ The late otitic 
syndrome ’’ thus differs radically from the early 
type in its duration, its severity, and the need for 
early surgery. 

In hospital practice where the early stages of the 
syndrome are seldom seen and a reliable history 
is often wanting energetic medical measures should 
be taken first. These are directed especially towards 
counteracting the dehydration and toxaemia. If 
rapid improvement does not follow, surgery is 
indicated as for the late syndrome. |]. Kodicek 


213. Suppurative Parotitis in the Newborn. (Eitrage 
Parotitis beim Neugeborenen.) 

By G. ScHars_E. Geburtsh. u. Frauenheilk., 8, 
713-715, Oct. 1948. 9g refs. 


241. Studies on Diphtheria. II. Immunization 
Against Diphtheria in Newborn Babies and in Infants. 
[In English. ] 

By B. Vauiguist, U. Murray, and N. G. 
Persson. Acta paediart., Stockh., 35, 130-148, 
1948. 1 fig., 22 refs. 

The facts reported in a previous paper suggest 
the need for re-examination of the effect of 
immunization against diphtheria early in infancy. 
Although there may be a natural resistance to 
infection in the newborn (despite the absence of 
specific antitoxic immunity) severe diphtheria can 
develop in this age group and ‘during the 1943 
epidemic in Sweden small epidemics in infants wete 
encountered, The question has been studied by 
immunizing infants and by observing the effect 
on the offspring of immunizing pregnant women. 
The infants were immunized with a single dose of 
r ml. A.P.T. (alum-precipitated toxoid). Three 
age-groups were studied: newborn infants, and in- 
fants aged 2 to 3 months and 6 to 8 months. Each 
group contained 15 infants. Antitoxin was titrated 
before inoculation and 1, 3, and 5 to 7 months 
after. The mothers were immunized during the 
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Jast 2 to 3 months of pregnancy. Two or three 
doses of A.P.T. were given—o.2 ml. then after a 
-week interval 0.5 ml. and, in some, 4 weeks later, 
another 0.5 ml. In the majority the second injec- 
tion had been given 2 weeks before labour began. 
Antitoxin was titrated in the mothers be‘ore 
jnoculation and at parturition, and in the infants 
at birth and later during the first year of life. The 
following table shows the median levels of anti- 
toxin in the infants who were actively immunized. 


Antitoxin Level (unit per ml.) 


Age Before 1 Month | 3 Months | 5 07 
Inocula- After After | Months 
tion (approx.) | (approx.) | After 

Newborn <0.0005 | <0.0005 0.02 0.02-0.05 


2 to 3 months| <“0.0005 | 0.01-0.02| 0.02 0.02-0.05 
6to 8 months| <0.0005 | 0.02 0.02-0.05| 0.02 


In the 29 mothers, the level before immunization 
was less than 0.0005 units per ml.; at parturition 
it was 0.2 unit; and in the offspring it was from 
o.1to 0.2 unit. Perhaps the most interesting aspect 
of this part of the study was the attempt to im- 
munize these children with one dose 1 ml. A.P.T. 
at the age of 1 to 2 months. When the existing 
antitoxin level was above 0.1 to 0.02 unit the 
jmmunizing stimulus was ineffective; when the 
existing level was lower than this the immunizing 
effect was good. Thus the authors show that it is 
possible to immunize the newborn although the 
response to stimulation is more belated than in 
the older infant. As regards pre-immunization of 
mothers, the fact that some infants temporarily 
resist active immunization because of the presence 
of homologous transferred antibody may be less 
important than it seems, for these infants are 
already immune and the toxoid injection, although 
not enhancing immunity, may act as the primary 
stimulus. In a severe epidemic such knowledge 
might be important. T. Anderson 


215. An Evaluation of the Penicillin Treatment in 
Early Congenital Syphilis. 

By L. P. Barker. J. Pediat., 32, 516-521, May 
1948. 4 refs. 

From some available reports and an unspecified 
number of personal cases, the author suggests a 
plan of treatment for early syphilis in infants and 
children. He advises 50,000 units of sodium 
penicillin per lb. (0.45 kg.) body weight at 3-hourly 
intervals over a period of 15 days and totalling 120 
doses. In debilitated infants the initial dosage on 
the first day should be reduced by about one-half. 
A second course with double dosage is advised in 
cases in which there is clinical or serological relapse 
or in which the serological titre shows no reduction 
6 months a‘ter treatment. After the first course 
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the author expects patients to be serum-negative 
in from 3 months to one year (average period 7 to 
8 months). Spinal fluid changes are present in 
50 to 75 per cent of young infants, but there is a 
tendency to spontaneous reversal without treat- 
ment. The majority of abnormal spinal fluids 
shouldrespond to penicillin within 6 to 18 months. 
Reactions to penicillin treatment are usually mild, 
comprising initial fever, but in some cases there is 
gastro-intestinal disturbance. Such reactions seldom 
call for cessation of treatment, but skilled paediatric 
care of syphilitic infants during and after treatment 
is most important. 

The author emphasizes the fluid state of our 
knowledge of penicillin therapy in syphilitic infants 
and children [it is considered that the dosage 
indicated should be considerably greater, especially 
if the penicillin is not supported by heavy metal 
chemotherapy ]. S. M. Laird 


216. Destructive Changes in the Cranium in Con- 
genital Syphilis in Early Infancy. (Alterazioni craniche 
a tipo destruente nella lue congenita della prima in- 
fanzia.) 

By R. ButGareELLi and E. pe Magstrt. Policlin. 
infant., 16, 149-163, Apr. 1948. 10 figs., bib- 
liography. 

From the Departments of Radiology and 
Paediatrics of Genoa University the authors report 
on 5 cases 0: defects of the cranial bones in infancy, 
demonstrated by radiological examination of the 
skull, and caused by congenital syphilis. The 5 
cases came from a series of 13 syphilitic infants 
observed in 5 months. The patients studied were 
between 5 and 10 weeks old. In all cases the 
Wassermann reaction was positive, both in mother 
and child, and all infants except one, born pre- 
maturely, showed in addition osteochondritic and 
periostitic lesions of the long bones. The defects 
in the skull were multiple and variable in size, 
some of them being clearly defined and others more 
indefinite, involving in all cases the outer as well 
as the inner table, except in the case of the pre- 
mature baby in whom the inner table only was 
involved. There was radiological evidence of 
periostitis of the cranial bones. The skull defects 
seemed to respond to anti-syphilitic treatment. It 
was possible to give a full course of treatment in 
one case only, and in this patient the lesions 
disappeared completely. 

The authors state that the literature on the 
subject of cranial lesions in early congenital syphilis 
is very scanty and that such lesions are, on the 
whole, considered to be very infrequent, an opinion 
which is contrary to their experience. For the 
pathogenesis of the lesions described they suggest 
a multiple origin: an aspecific nutritional disturb- 
ance; a fibrous rarefying osteitis is described in the 
long bones and in other flat bones by Pick; a micro- 
gummatous process; and, finally, a true gummatous 
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lesion. The authors think that their findings con- 
firm the opinion of those workers who suggest that 
there is no hard and fast line dividing congenital 
syphilitic lesions of early infancy from lesions 
occurring in somewhat older children. They think 
that late congenital lesions are quite different from 
the tertiary lesions of acquired syphilis. + 

P. E. Polani 


217. Bacterial Flora in Eyes of Newborn Infants 
during First Forty Hours of Life. After Single Instilla- 
tion of Penicillin and Silver Nitrate. 

By H. C. Frankiin. J. Pediat., 32, 251-256, 
Mar. 1948. 2 figs., 2 refs. 

This is a study of the bacterial content of the 
conjunctiva aiter a single instillation of penicillin; 
the results are compared with those obtained with 
silver nitrate. The infants were treated in the 
delivery room within an hour of birth. The eyes 
were either flushed with normal saline and treated 
with one drop of penicillin (2,500 units per ml. of 
normal saline) or flushed with sterile distilled water 
and treated with one drop of 1 per cent solution 
of silver nitrate. In each group eye swabs from 
10 infants were cultured during the interval up to 
4 hours after treatment, eye swabs from another 
10 were cultured 4 hours later, and so on through 
the first 40 hours after treatment, making a total 
of a hundred infants studied. No infant whose 
eyes contained pus was included, A swab was taken 
from each eye, plunged into sterile broth, and 
streaked across plates of McLeod’s medium, blood 
agar, and eosin and methylene-blue agar. The 
broth was then added to two tubes of blood- 
tryptose broth. Some cultures were incubated at 
37.5° C., and others at 37.5° C. after sealing by 
the Varney method for detecting anaerobic 
organisms. The two plates of McLeod’s medium 
were sealed under carbon dioxide tension and 
incubated at 37.5° C.; all the others were examined 
after 24 hours and if negative again after 48 hours, 
then plates of McLeod medium were also examined 
for neisseriae. All plates negative after 48 hours 
were discarded, but any negative specimens of 
broth were re-examined 5 days after inoculation; 
after this period negative broths were discarded, 
and positive ones were plated and the organisms 
identified. 

Positive cultures were obtained in 41 per cent 
of penicillin-treated cases and in 45 per cent of 
the others. In the former, 46 organisms were 
isolated in the 41 positive cultures and the type 
and incidence of these organisms in relation to time 
of appearance were tabulated; in the latter 47 
organisms were isolated in the 45 positive cultures. 
In the penicillin-treated cases 30 per cent of the 
cultures were positive in the first 20 hours of life 
and 52 per cent in the following 20 hours; in the 
other group, the number of positive cultures also 
increased with time, 36 being positive in the first 
20 hours and 54 in the second. Seven anaerobic 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


organisms were found in 93 positive cultures, 4 in 
the first group and 3 in the second group. No 
gonococci were found. This study indicates that 
penicillin compares favourably with silver nitrate 
as a prophylactic agent. Further study is required 
for interpretation of the observed increase of the 
bacterial flora with time in the conjunctiva of new- 
born infants. B.S. P. Gurney 


218. An Outbreak of Infantile Gastro-enteritis jn 
Aberdeen. The Association of a Special Type of Bact. 
coli with the Infection. 

By C. Gites and G. Sanester, J. Hyg., Camb., 
46, 1-9, Mar. 1948. 38 refs. 

The authors have accepted the classification of 
infantile diarrhoea into (1) non-infective, (2) 
secondary or symptomatic, (3) primary or infective 
(4) with non-causative agent and (b) of unknown 
aetiology; and they have investigated 159 cases 
of infantile diarrhoea admitted to Aberdeen City 
Hospital in the first 5 months of 1947. They grouped 
93 as belonging to the primary infective group but 
could isolate a known pathogen Shigella 
dysenteriae (Sonne) in only one of these: the 
remaining 92 represented a clinical entity and were 
associated with a particular type of Bacterium coli, 
There were 52 deaths, giving a case fatality of 
56.5 per cent. 

After a usually sudden onset, often with vomit- 
ing, the diarrhoea resulted in dehydration, dis- 
ordered metabolism, and toxaemia; the course was 
variable and frequently there was sudden deteriora- 
tion. Grave prognostic signs were blood in the 
faeces, vomiting, abdominal distension, and persis- 
tent circulatory failure; icterus was followed by 
death within 48 hours. Treatment was on general 
lines and neither penicillin nor the sulphonamides 
affected the course of the disease. Necropsies were 
carried out on 24 of the 52 fatal cases; only 5 
showed haemorrhagic gastro-enteritis. There were 
liver changes in all, ranging from mild fatty de- 
generation to necrosis; the brain and meninges 
were nearly always intensely congested. Pre- 
liminary bacteriological investigation led to a study 
of the coliform bacteria and it became probable 
that the series of cases was associated with a 
serologically homogeneous strain of Bact. coli, the 
biochemical and antigenic properties of which are 
described. The incidence of this agglutinable strain 
is illustrated by noting recovery of the organism 
im over go per cent of cases of primary gastro- 
enteritis, in 34 per cent of doubtful cases and 
secondary diarrhoea, and in less than 5 per cent 
of healthy controls; efforts to demonstrate the 
pathogenicity of the organism or the presence of 
a concomitant virus were unsuccessful. 

F. T. H. Wood 

219. Plasma Proteins in the Normal Newborn In- 
fant. (La protidemia del neonato normale.) 

By P. Brusa. Med. ital., Milano, 28, 65-72, Mar. 
-Apr. 1948. 12 refs. 
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From the Department of Paediatrics of the 
University of Milan, the author reports on plasma- 
protein determinations in 18 normal, full-time, 
newborn infants. The subjects of the investigation 
were all healthy and breast-fed. In each case two 
determinations were made: the first between the 
3rd and 4th days of postnatal lite, and the second 
between the 16th and 17th days of age. Kingsley’s 
method was used as follows: 0.5 ml. of plasma is 
treated with 9.5 ml. of a 22.2 per cent solution of 
sodium sulphite: part of the solution is heated in 
an incubator for 20 minutes and filtered, while part 
is left untreated. Sodium hydroxide, copper sul- 
phate, and ether are added to both mixtures and, 
after heating, the solutions are examined in a 
Pulfrich photometer and compared with a water 
standard. In 7 cases nephelometric determination 
was carried out according to the method described 
by Wuhrmann and Wunderly. 

The first determination at the age of 3 to 4 days 
yielded the following results: total plasma protein 
average 6.43 g. per 100 ml. (range 5.94 to 6.94); 
albumin average 3.71 g. per 100 ml. (range 3.12 
to 4.14); globulin average 2.78 g. per 100 ml. (range 
2.22 to 3.64). A comparison with corresponding 
values for adults shows that total protein and 
albumin figures are lower while globulin figures 
are higher than the average adult levels. The 
second determination at 16 to 17 days gave the 
following results: total protein average 6.08 g. per 
1oo ml. (range 5.34 to 6.56); albumin average 3.4 
g. per 100 ml. (range 3.04 to 4.00); globulin average 
2.79 g. per 100 ml. (range 2.10 to 3.30). The slight 
decrease of total protein concentration in the second 
estimation is attributed to the physiological de- 
hydration characteric of the first days of extra- 
uterine life. The nephelogram as well as the result 
of Weltmann’s test indicate a high globulin con- 
centration, particularly of y-globulins. 

Hypo-albuminaemia is probably and principally 
a manifestation of hepatic immaturity and func- 
tional incapacity to manufacture plasma proteins. 
The reticulo-endothelial system as a whole would 
consequently produce large amounts of serum 
globulins in an attempt to maintain the colloid- 
osmotic pressure of the plasma. The large amounts 
of antibodies of maternal origin present in the new- 
born infants and associated with the globulin frac- 
tion of the plasma proteins may be responsible for 
this initial hyperglobulinaemia. 

[(C. Smith, The Physiology of the Newborn In- 
fant, Springfield, 1946, pp. 179-200, and 286) states 
that the hypoproteinaemia of the newborn infant 
is essentially the result of globulin deficiency, and 
gives various references. ] P. E. Polani 


220. The Significance of the Paucity of Sickle Cells 
in Newborn Negro Infants. 

By J. Watson. Amer. ]. med. Sci., 215, 419- 
423, Apr. 1948. 46 refs. 

The literature covering the incidence of both 
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sicklaemia—that is, the occurrence of sickle cells 
unassociated with anaemia and its characteristic 
signs—and of sickle cell anaemia in Negro infants 
is reviewed. The author reports her own observa- 
tions on 226 Negro mothers and 226 Negro infants. 
Of the mothers 8 per cent showed sicklaemia and 
of the infants 8.4 per cent. In the former the per- 
centage of sickled cells was usually 100, and at 
24 hours exceeded 84 in every case. In the infants 
maximum sickling varied from 0.5 to 29.5 per cent, 
with a mean of 11 per cent, taking 48 hours to 
reach this maximum. These figures agree with the 
usual figures quoted for American Negroes. Of the 
19 babies with sicklaemia, 9 had mothers with the 
trait, a figure which would be expected for a 
Mendelian dominant characteristic. A footnote 
states that since the paper was completed 11 infants 
with sicklaemia have been followed for 4 months 
after birth; sickling increased progressively to reach 
a maximum of go per cent at the age of 4 months. 
This supports the author’s interesting hypothesis 
that the difference observed in the capacity of the 
red cells in the newborn and older Negro to sickle 
depends upon the chemical difference between 
foetal and adult haemoglobin. ‘‘ The absence of 
death in utero from sickle-cell anaemia may be due 
to the protective influence of foetal haemoglobin 
which is unable to sickle even at the low oxygen 
tension which exists in the foetus. 
Janet Vaughan 


221. Quantitative Variations in Circulating Ery- 
throcytes Induced by Adrenaline in the Newborn. 
(Variazioni numeriche degli eritrociti circolanti indotte 
dall’adrenalina nel neonato.) 

By F. Panini. Arch. Ostet. Ginec., 53, 218-228, 
May-June 1948. 30 refs. 


222, The Occurrence of Water-soluble Rh Sub- 
stances in Body Secretions. 

By J. F. Moun and E. Wiressxy. N.Y. St. J. 
Med., 48, 287-290, Feb. 1, 1948. 5 refs. 

The authors claim that Rh antigens are easily 
detectable in most samples of amniotic fluid, and 
less easily in at least half the samples of gastric 
juice. Saliva was too viscous to be used undiluted 
for detection of Rh antigens. In diluted specimens 
the authors had the impression that Rh substances 
were present. It appears that Rh antisera must be 
caretully chosen to detect the Rh substances in 
solution, that any Rh substances in liquor amnii 
come from the foetus, that secretion of Rh sub- 
stance is independent of secretion of ABO sub- 
stances, and that some people are non-secretors. 
The liquor amnii from 3 infants with erythro- 
blastosis foetalis contained no water-soluble Rh 
substances. The results obtained were so difficult 
to evaluate that methods of concentrating and 
puri‘ying Rh substances in liquor amnii were tried. 
Rh substances were concentrated 10 times by 
drying and reconstituting. [The results appear to 
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be more, specific, but it is clear from this paper 

that delicate methods must be used to detect the 

small quantities which may be in solution. ] 
John Murray 


223. Isoi ization with the A and B Factors and 
its Relation to Hemolytic Disease of the Newborn. 

By S. H. Potayes and J. McNAtty. Amer, J. 
clin. Path., 18, 375-386, May 1948. 4 figs., 16 refs. 

The effect of heterospecific pregnancy on anti-A 
and anti-B agglutinin titre in mothers was studied 
in 259 women and children. The authors state: 
““ The results seem to indicate that gestation, par- 
ticularly when it is heterospecific, is associated with 
an increase in the isohaemagglutinin titre, as com- 
pared to the titres found in children and in multi- 
gravidas and primiparas with compatible preg- 
nancies ’’, Four babies with conditions simulating 
erythroblastosis foetalis were also studied; the 
authors state that the Rh and Hr factors were ex- 
cluded as immunizing antigens. In each case a 
high anti-A or anti-B titre was recorded in the 
mother. John Murray 


224. Iso-agglutinins in Cord Blood. 

By R. Jakosowicz and L. M. Bryce. Med. J. 
Aust., 1, 669-673, May 29, 1948. 15 refs. 

Cord blood from 355 babies was examined for 
Anti-A and anti-B agglutinins. The authors state 
that Anti-A and anti-B agglutinins do not filter 
through the placenta like immune bacteria or Rh 
antibodies. They cite, among others, one case in 
which the maternal antibody titre was 2,000 but 
no agglutinins could be demonstrated in the cord 
blood. A and B agglutinins appear o!tener in the 
cord blood when the mother is of group O than 
if she is of group A or B, and generally the agglu- 
tinins in the foetus are very weak, or may be 
completely absent. However, in four cases agglu- 
tinins incompatible with the baby’s cells were 
found in the cord blood. It is suggested that these 
were immune bodies whose formation was stimu- 
lated by the secretor foetus in each case, and that 
the immune bodies are smaller, and can therefore 
cross the placenta easier than natural oa and f agglu- 
tinins. The authors believe that the mother pro- 
vides the antibody found in cord blood in cases of 
homospecific pregnancy in which the antibody 
could have arisen in the mother or foetus. 

John Murray 


225. The Prevention of Haemolytic Disease of the 
Newborn by Nonspecific Immunization: Experience of 
a Case. 

By K. S. Rancanatuan. Indian med. Gaz., 83, 
177-180, Apr. 1948. 10 refs. 


226. Causes of Intrauterine Foetal Death after the 
28th Week and before Labour, with Special Reference 
to the Rh Factor. (Die Ursachen des intrauterinen 
Fruchttodes nach der 28. Schwangerschaftwoche und 


vor Geburtsbeginn mit spezieller Beriicksichtigung der 
Rhesusfaktoren. ) 

By O. Kaeser. Praxis, 37, 815-819, Nov. 4, 
1948. 2 figs., 30 refs. 


227. Terminal Heating of Infant Formula I. 
Bacteriological Investigation of Low-pressure Tech. 
nique. 

By F. R. Smitu, R. D. FIntey, H. J. Wricur, 
and E. A. Louper. J. Amer. diet. Ass., 24, 755- 
759, Sept 1948. 2 figs., 4 refs. 


228. Terminal Heating of Infant Formula II, 
Bacteriological Investigation of High-pressure Tech- 
nique. 

By R. D. Fintey, F. R. Situ, and E. A, 
LoupER. J]. Amer. diet. Ass., 24, 760-763, Sept. 
1948. 1 fig., 1 ref. 


229. ANew Breast Pump. (Eine neue Handpumpe.) 
By G. ScHaFerR. Geburtsh. u. Frauenheilk., 8, 
664-665, Sept. 1948. 2 figs. 


230. The Breast Feeding of Mature Infants during 
the Neonatal Period, and the Influence of Some Factors 
on the Same. [In English.] 

By J. Strom. Acta pediatr., Stockh., 35, Suppl. 
I, 55-77, Mar. 1, 1948. 7 figs. 

The author’s case material comprises 1,074 in- 
fants with a birth weight of over 2,500 g.; 43.9 
per cent of the mothers were primiparae and 56.1 
per cent were multiparae. A probable correlation 
both for primiparae and multiparae could be 
established between the infants’ birth weights and 
the total amount of breast milk secreted during the 
first 2 to 7 days. The latter was also found to stand 
in a negative correlation to the age of the mother. 
Only relatively serious illness of the mother was 
found to influence secretion of the mammary 
glands. Primiparae normally have a considerably 
smaller amount of breast milk at first, and all the 
factors that affect the latter adversely have a much 
greater influence in the case of the primiparae but 
both in health or illness these differences between 
primiparae and multiparae rapidly disappear and 
are very small 1 week after delivery. [Good use 
is made of the statistical material.] H.Herlinger 


231. A Study of Breast-Feeding in a Mining Town. 
By E. L. Hucues. Brit. med. J., 2, 597-599 
Sept. 25, 1948. 7 refs. 


232. The Incidence of Breast Feeding in Hospitals 
in the United States. 

By K. Bain. Pediatrics, 2, 313-320, Sept. 1948. 
1 fig., 10 refs. . 


233. Nutritional Requirements of the Newborn and 
Transient Depression of Lactation. (Der Nahrungs- 
bedarf des Neugeborenen und die initialepassagere 
Hypogalaktie.) 

By H. Roemer. Geburtsh. u. Frauenheilk., 8, 
588-598, Aug. 1948. 6 figs., 21 refs. 
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234. Observations on Pellagra in Early Infancy. 
(Contribuigao ao estudo da pelagra na primeira in- 
fancia. ) 

By C. Pernetta. Arch. brasil. Med., 38, 97- 
151, April, May and June 1948. 15 figs., 39 refs. 

The typical forms of infantile pellagra are fre- 
quently found among the poor of Rio de Janeiro. 
The very characteristic clinical picture consists of 
the classical triad seen in the adult—the gastro- 
intestinal, neurological, and cutaneous syndrome— 
together with oedema and inhibition of growth. 
An association with other specific deficiency condi- 
tions such as xerophthalmia, scurvy, or rickets is 
rare. Complicating infections, the most severe being 
bronchopneumonia, are frequent. The course of 
the disease in infants is more acute than in adults, 
and the prognosis more serious. Death occurs, as 
a rule from secondary infection, mainly broncho- 
pneumonia. Laboratory examinations reveal a 
constant reduction in blood protein, with a par- 
ticularly low-level of globulin. There is also a fall 
in calcium and phosphorus levels in serum. Whilst 
anaemia is a constant feature of the illness, the 
type varies; an orthochromatic anaemia is 
commonest, but in some cases the colour index 
is below or above unity. Fatty infiltration of the 
liver is a constant biopsy finding, and its degree 
corresponds to the gravity of the case. A fatty 
liver is invariably found at necropsy. The import- 
ance of a balanced diet in prophylaxis and treat- 
ment is obvious. Extracts of gastric mucosa have 
a remarkable curative action, and cause the fatty 
infiltration of the liver to disappear. The prognosis 
depends on the successful treatment of the com- 
plications. Hilde Eisner 


235. The Obstetric Responsibility for Stillbirth. 
By J. H. Peet. Med. Press, 220, 201-204, Sept. 
15, 1948. 


236. Foetal Mortality in the Post-war Period. (W 
sprawie Smiertelnosci plodéw w okresie powojennym.) 


By E. Kowatskti. Polsk. Tyg. lek., 3, 718-721, 


June 7, 1948. 19 refs. 


MATERNAL MORBIDITY AND 
MORTALITY. 


237. Maternal Mortality and the Ante-natal Clinic. 
By H. Menzies. Med. Offr., 80, 207-208, Nov. 
6, 1948. 4 refs. 


238. A Comparison of Maternity Hospital Records 
During the Last Twenty Years of as a Basis for 
Thoughts for the Future Improvement of Midwifery. 

By W. F. T. Hauttatn. Edinb. med. J., 55, 
463-487, Aug. 1948. 11 figs. 
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OBSTETRIC OPERATIONS. 


239. Was the Use of Obstetrical Forceps Known to 
the Ancients? (Conoscevano gli antichi l’uso del 
forcipe ostetrico?) 

By S. Bactiont. Fisiol. e Med., 15, 439-451, 
Sept.—Oct. 1947. 8 figs. 

On May 7, 1937, Baglioni reported to the 
Societa Laziale di Ostetricia e Ginecologia the dis- 
covery of a marble bas-relief which, he claimed, 
dated from the second or third century A.p. This 
depicts a parturition scene wherein one of the chief 
figures holds aloft a pair of obstetrical forceps 
bearing a remarkable resemblance to the modern 
forceps introduced by Chamberlen. A detailed 
account was published by Baglioni (Fisiol. e Med., 
Roma, 1937, 8, 169) and led to considerable dis- 
cussion. The present article is intended to refute 
the adverse criticism of Gall (Ann. Ostet. Ginec., 
1939, 61, 819), Malcovati (Tvattato di ostretricia 
minore, Milano-Venezia, 1947, pp. 15-16) and 
Cattaneo (in the course of lectures on obstetrics 
and gynaecology given in the University of Rome 
in 1947). Their arguments are summarized. 

Gall affirms that the authenticity of the bas-relief 
has not been established and he places it as 
eighteenth century or later. If genuine, who would 
have been responsible for such a work? The 
obstetrician would not have had the means and the 
noble Roman family depicted there would surely 
have objected to the publicising of one of the most 
intimate scenes in its history. If not, some written 
comment must surely have been made upon so 
strange an event. Moreover, no reference to obstet- 
rical forceps is to be found in any of the ancient 
medical writings. Malcovati admits that the bas- 
relief, if genuine, would revolutionize the recorded 
history of the forceps, but he dismissesit as a 
modern commercial fake. Cattaneo emphasizes the 
lack of any reference to such an instrument in the 
ancient medical literature. 

The author’s reply is first concerned with the 
authenticity of the bas-relief. It came from excava- 
tions near Fiano, where is was found among the 
ruins of an ancient pagan temple, ‘‘ presumably ”’ 
with the terracotta votive offerings (uterine) which 
are also illustrated. It is 74 cm. wide, 53 cm. high, 
and 1-3 cm. thick; in greyish white marble, the 
back roughened for fixing to a wall. ‘‘ An expert 
archaeologist in the capital’’ confirmed its 
authenticity without reserve. 

The author compares the construction and 
material (bronze) of the forceps with the ancient 
speculum matricis, examples of which have been 
found at Pompei and Ercolano. He stresses their 
similarity in principle, and suggests that just as the 
speculum went out of favour for many centuries so 
the forceps may have been abandoned and _ for- 
gotten until rediscovered by Chamberlen. Replying 
to Gall, he asserts that obstetricians in ancient 
Rome were not poor slaves but of a higher order 


xY 
4, 

IT, 
5- 

8, 

ig 
1's 

n- 

4 

id 

id 
r. 
y 

ly 
le 

h 

1 

Is 
d 
3, 


160 


even than the ordinary physician. The bas-relief is 
a votive offering. 

Concerning the lack of documentary evidence 
stressed by Gall and Cattaneo, the author points 
out that surviving medical works represent only 
a part of ancient medical literature and that no 
complete and detailed obstetrical work, in which 
one might expect to find an account of the forceps, 
has come down to us. He quotes documentary 
evidence for the use of the speculum matricis 
[which is not in dispute] from Paulus Aegineta 
onwards, and concludes with references to obstet- 
rical forceps quoted from Alpago’s translation of 
Avicenna (Venice, 1582; Lib. III, Fen XXI, Tr. II, 
cap. 28) and from Girolamo Mercuriali (De morbis 
muliebribus, ed. 5, Venice, 1644, p. 178). On these 
grounds he claims to have refuted his critics and to 
have established that the obstetrical forceps were 
used by the ancients. 

[The value of evidence depends upon its authen- 
ticity. The bas-relief should be submitted to the 
independent judgment of an authority prepared to 
sign his report. The introduction of the speculum 
for comparison leads us nowhere, for examples of 
this have been found. Why have no forceps sur- 
vived? The texual evidence quoted is too slight 
and too late to have much bearing. | 

F.N. L. Poynter 


240. The Elective Use of Kielland Forceps in 
Management of Occipitoposterior and Cccipitotrans- 
verse Positions. 

By L. M. Mites. Amer. J. Obstet. Gynec., 55, 
504-510, Mar. 1948. 21 refs. 


This is a critical analysis of 2,601 consecutive 
deliveries in 2,588 mothers in which Kielland’s 
forceps was used 247 times for occipito-posterior and 
transverse positions. In the majority of these the 
forceps was used as an elective procedure to rotate 
and deliver the foetal head as soon as, or shortly 
after, the cervix was fully dilated. It is pointed 
out that with two exceptions the forceps should 
always be applied in the original Kielland manner 
—that is, the anterior blade should be introduced 
well into the uterine cavity and then rotated into 
apposition with the foetal head. This rotation 
should cause the tip of the blade to describe an arc 
in a clockwise direction when the occiput is directed 
to the right side of the mother’s pelvis, and counter- 
clockwise in left occipito-posterior or transverse 
positions of the head. Two fingers of the left hand 
are introduced into the vagina between the cervix 
and the foetal head, which should not be disengaged 
or disturbed in any way. The tip of the anterior 
blade, pointing upwards, is then inserted between 
the fingers and the cervix. When the blade is in 
the uterine cavity it is rotated and applied to the 
head. The posterior blade is then inserted and 
articulated with the anterior blade. The two excep- 
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tions to this method of insertion are: first, when 
a contraction ring is present it is dangerous to 
attempt the insertion of the blades by the rotation 
procedure and in this case the ‘‘ wandering”’ 
method is advisable [it is not made clear what the 
“‘ wandering ’’ method is]; secondly, when the head 
is low in the pelvis and the occiput is directly pos- 
terior the blades are applied to the sides of the 
foetal head exactly as with ordinary forceps, the 
markers on the handles being always directed 
towards the occiput. The head may then be rotated 
without difficulty and delivered with a single appli- 
cation of the forceps. Rotation of the head may be 
accomplished by one of three procedures: (1) 
Rotation without traction. If the head is lying in 
the plane of greatest-pelvic dimensions gentle rota- 
tion of the handles will usually suffice to bring the 
occiput to the front. (2) Rotation with traction. If 
method (1) fails simultaneous traction and rotation 
will produce rotation and descent. (3) Disengage- 
ment of the head with rotation above the pelvic 
brim. This is a dangerous procedure. 


Of the 547 cases in which the Kielland forceps 
was used 36 were referred for delivery after 
attempts at delivery elsewhere had failed. All 
these patients had been in labour for hours with- 
out progress; the mothers were exhausted, the foetal 
head was extremely moulded, and the foetuses 
were all in evident distress if not already dead. The 
remaining 511 patients had all been under the 
author’s care from early pregnancy. In this group 
no time limit for operative assistance was set, nor 
were signs of maternal foetal distress awaited. 
When the cervix was fully dilated and the head 
deeply engaged in the pelvis the patient was taken 
to the delivery room and prepared for delivery. 
Under anaesthesia the forceps was applied, the head 
rotated, and delivery effected. The total maternal 
morbidity was 3.67 per cent. Among _ those 
delivered by Kielland forceps it was 3.47 per cent. 
Neither sulphonamides nor penicillin was used 
prophylactically. Six of the 2,588 mothers died, 
including 2 of those delivered by Kielland forceps. 
Neither of these 2 deaths could be attributed to the 
method of delivery. 


Of the 547 infants delivered by Kielland forceps 
13 were either stillborn or died in the neonatal 
period (2.3 per cent). Four of the 5 stillborn foetuses 
were macerated at birth. Of the 8 neonatal deaths 
one occurred in an infant with congenital cystic 
kidney, and another child had hydrocephalus and 
spina bifida. There were six cases in which 
delivery could not be effected by Kielland forceps. 
In these the forceps was successfully applied and 
rotation carried out, but traction failed to bring 
about descent of the head. Caesarean section was 
performed twice with good results to mother and 
baby, version was performed 4 times with good 
results in 3. 

The author is a strong advocate of early interven- 
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tion in occipito-posterior cases. The disastrous 
results in his series were due to delay. 
F, J, Browne 


241. Views for Reorientation of the Practice of 
Applying Midwifery Forceps. 

By N. A. Puranpare. Indian J. med. Sci., 2, 
379-398, July 1948. 


242. Failed Forceps. 
By I. DaicHMaNn and W. PoMERANCE. Amer. Jj. 
Obstet. Gynec., 56, 527-530, Sept. 1948. 


243. Experience with Delmas Method of Rapid 
Extraction (Spinal Analgesia, Manual Dilatation, 
Version, and Forceps Extraction). (Erfahrungen mit 
der Schnellentbindung nach Delmas.) 

By R. Stewens. Geburtsh. u. Frauenheilk., 8, 
525-532, July 1948. Io re‘s. 


244. Perineal Repair: Method of Suture. 
By R. D. Dunn. West. J. Surg. Obstet. Gynec., 
56, 464, Aug. 1948. 


245. Errors and Evils of Episiotomy. 
By C. W. Barrett. Amer. J. Surg., 76, 284- 
285, Sept. 1948. 


246. A Study of 710 Complete Lacerations Follow- 
ing Central Episiotomy. , 

By D. F. KaLtreIper and D. M. Dixon. Sth. 
med. J., 41, 814-820, Sept. 1948. 3 refs. 


247. Cesarean Section at the Boston City Hospital, 
1936-1946. 

By D. J. McSweeney and A. J. Hassetr. New 
Engl. J. Med., 239, 254-258, Aug. 12, 1948. 4 refs. 


248. Role of Extraperitoneal Cesarean Section in 
Infected Labour. 

By E. G. Waters. Pennsylvania med, J., 51, 
1093-1097, July 1948. 23 refs. 


249. Our Experiences with the Doerfler Caesarean 
Section. (Unsere Erfahrungen mit der Schnittent- 
bindung nach Dérfler.) 

By P. DuepMann. Geburtsh. u. Frauenheilk., 8, 
212-216, Jan. 1948. 5 refs. 

The operative technique of Dérfler consists in a 
large abdominal incision, eventration of the uterus, 
closure of the abdomen behind the eventrated 
uterus, then a transverse incision in the lower 
uterine segment, removal of the foetus by forceps 
if the head presents, followed by manual removal 
of the placenta, mopping out of the uterine cavity 
with dry swabs, closure of the uterine cavity, 
teplacement of the uterus in the abdominal cavity, 
and closure of the latter. The operation is a simple 
one but the large incision and eventration of the 
uterus are severe procedures to undertake, when 
simpler methods commonly used give good results. 
The author of the present report states that the 
method is useful when assistants are inexperienced, 
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as the closure of the transverse incision in the 
eventrated uterus is simple. The operation was 
carried out in 214 cases. The Caesarean section rate 
in the clinic is 1.5 per cent; 58 of the cases were 
potentially septic. The uncorrected maternal 
mortality rate was 4.8 per cent. There were 3 cases 
of eclampsia, 1 of accidental haemorrhage, 1 of 
acute pancreatic necrosis, and 1 of sarcoma. The 
corrected mortality rate was 1.8 per cent; 1 patient 
died of embolism, 1 of peritonitis, and 2 of acute 
heart failure. Oi the patients 15 subsequently 
became pregnant and in 1 rupture of the uterine 
incision occurred during labour. Gladys Dodds 


250. Cesarean Section and Incidental Correction of 
Uterine Prolapse. 

By S. S. Rosenretp. West. J. Surg. Obstet. 
Gynec., 56, 535-536, Oct. 1948. 1 ref. 


251. Caesarean Section for Transverse Lie in a Case 
of Previous Ventrofixation. (Hardntfekvés miatt 
elézetes ventrofixacio utan dsszetett indikacié alapjan 
végzett csdszarmetszés. ) 

By E. Bruckner. Orv. Lapja, 4, 1161, Sept. 5, 
1948. 

252. Caesarean Section in a Case of Bulbar 
Paralysis. 

By W. R. Reap and C. H. HemMmines. Canad. 
med. Ass. ]., 59, 164-165, Aug. 1948. 


253. Observations on 156 Cases of Transperitoneal 
Caesarean Section. (Value of Intraperitoneal Sulphanil- 
amide, of Drainage, and of Technique.) (Considera- 
ciones sobre 156 casos de cesareas transperitoneales. 
(El valor de la sulfanilamida intraperitoneal, del 
drenaje y de la técnica.) 

By V. M. Donato. Obstet. Ginec. lat.-amer., 6, 
355-362, Aug. 31, 1948. 

254. Clinical Studies on Water Balance in Patients 
After Laparotomy in Obstetrics and Gynaecology. 
(Rilievi clinici relativi al controllo del bilancio idrico 
nelle laparotomizzate, in ostetricia e ginecologia.) 

By F. Lorenzetti. Ginecologia, Torino, 14, 
325-339, Aug. 1948. 

255. Technique of Mutilating Operations on the 
Foetus. (Zur Technik der zerstiickelnden Opera- 
tionen.) 

By L. NUERNBERGER. Z. Geburtsh. Gynik., 129, 
225-241, 1948. Bibliography. 


256. Pentothal Sodium Anesthesia for Cesarean Sec- 
tions. 

By F. L. Herrick. Amer. J]. Obstet. Gynec., 55, 
883-886, May 1948. 2 refs. 

From 1942 to 1946, 492 Caesarean sections were 
performed, ‘‘ pentothal ’’ (thiopentone) being used 
as the sole anaesthetic agent until after delivery. 
Oxygen was given throughout, and an equal 
quantity of nitrous oxide was added after delivery 
of the child; alternatively, sometimes the pentothal 
was stopped at that stage and the operation 
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completed under cyclopropane and oxygen. 
‘‘ Nembutal ’’ gr. 114 (0.1 g.) was given the night 
before, and atropine gr. 1/ 150th (0.43 g.) an hour 
preoperatively : 400 to 500 mg. of 2.5 per cent pen- 
tothal was usually needed before the operation 
could begin. 

There was no maternal deaths. Ten per cent had 
nausea with or without vomiting afterwards, and 
2.7 per cent had atelectasis (mild in all but one 
case). There were 15 (3 per cent) foetal deaths—7 
due to prematurity, 5 to atelectasis, and 1 each to 
erythroblastosis, congenital heart disease, and 
cerebral anoxaemia. In 5 of these it was felt that 
the anaesthetic may have been responsible, as the 
time from induction of anaesthesia to delivery 
exceeded 8 minutes, the limit of safety. 

Aileen Dickins 


257. Spinal Anesthesia for Cesarean Section. 
By G. M. Crate and C. B. Crampton. Amer. |. 
Obstet. Gynec., 56, 762-764, Oct. 1948. 


258. Spinal Anaesthesia in Caesarean Sections and 
Operative Vaginal Deliveries. The Value of Plano- 
caine. 

By F. P. Locan. S. Afr. med. ]., 22, 560-564, 
Sept. 11, 1948. 1 fig., 7 refs. 


MISCELLANEOUS. 


259. Report of the Rotunda Hospital. 

By N. McI. FAuLKINER, E. W. L. THoMpson, 
H. Firzcrpson, G. C. DocKEray, C. L. McDonaGH, 
W. R. F. Cottis, and F. S. Stewart. Irish J. 
med, Sci., 6, 337-440, Aug. 1948. 


260. Clinical Report of the Coombe Lying-in Hos- 
pital. 
By E. A. KEELan, S. MacLaverty, and J. 


Doyte. Irish J. med. Sci., 6, 441-496, Aug. 1948. 


261. Clinical Report of the National Maternity 
Hospital. 

By A. W. Spain, M. SopEN, and K. O’DriscoLv. 
Trish J]. med. Sci., 6, 499-603, Aug. 1948. 


262. The Urinary Tract as an Obstetrical Problem. 

By W. A. Rucu. Sth. med. ]., 14, 916-920, Oct. 
1948. 

263. The Teaching of Obstetrics in France. 
(L’enseignement de l’obstétrique en France.) 

By H. VERMELIN and M. Riviere. Gynéc. et 
Obstét., 47, 522-539, 1948. 


GYNAECOLOGY. 
General. 


264. Cases Illustrating the Relations Between Skin 
Autonomic Nervous System, and Female Genitalia. 


\(Kasuistischer Beitrag zur Kenntnis der Beziehungen 
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zwischen Haut, vegetative Nervensystem und weib- 
lichem Genitale. ) 

By O. Guur. Z. Geburtsh. Gynik., 129, 296-302, 
1948. 27 refs. ‘ 


265. Gynaecological Biomechanics. (Biomecdnica 
en ginecologia.) 

By D. Gatto. Ginec, Obstet. Méx., 3, 181-195, 
May-June 1948. 13 figs. 


226. The Present Position of Neurosurgery in 
Gynaecology. 

By A. Davis. Brit. med. ]., 2, 585-590, Sept. 
25, 1948. Bibliography. 


267. Gynaecological Psychiatry. A Preliminary 
Report on an Experimental Clinic. 

By L. Snaitn and B. Riptey. Brit. med. J., 2, 
418-421, Aug. 28, 1948. 7 refs. 


268. Gynecologic Aspects of Geriatrics. 
By G. Rocers. J. Oklahoma med. Ass., 41, 
321-325, Aug. 1948. 9 refs. 


269. Hormone Allergy in Gynaecology. (Allergoses 
hormonais em ginecologia.) 

By C. po AmaRAL. Obstet. Ginec. lat.-amer., 6, 
362-370, Aug. 31, 1948. 34 refs. 


270. Sex-hormone Implantation in Hypogonadism. 
(Sexualhormon-Implantation bei Hypogonadismus.) 

By R. TacHEzy. Gynaecologia, Basel, 125, 193- 
207, Apr. 1948. 28 figs., 20 refs. 

The author bases the recommendation of the 
method of hormone implantation which he has 
used in about 100 cases of various gynaecological 
disorders on his experience in 25 cases of hypo- 
gonadism. Of these he describes 8 in detail to 
illustrate the results. He implanted simultaneously 
follicular and corpus luteum hormone in pellets, 
combined in some cases with the pituitary gland 
of a calf, into the abdominal muscles. The results 
were most striking in cases of hypogonadism 
associated with amenorrhoea and sometimes with 
general infantilism. A quick development of the 
secondary sexual characteristics took place. The 
transformation was most marked in_ infantile 
individuals. The breasts developed well, the areolae 
enlarged, and the nipples, previously small and 
retracted, became prominent. The pubic hair, 
originally absent, began to grow, the vagina be- 
came elastic and the uterus larger. Uterine bleed- 
ing took place in several cases. This in some 
patients was due only to hypertrophy of the 
mucosa; in others, however, true menstruation 
occurred as shown by the premenstrual condition 
of the endometrium. Apart ftom the physical 
changes there were very markedly psychological 
alterations. Inferiority complexes due to physical 
and sexual inadequacy disappeared, together with 
tiredness and frigidity. Intercourse previously im- 
possible because of the smallness of the genitalia 
became possible. Some of the patients are happily 
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married. These great changes are, of course, only 
temporary, lasting until the implanted pellets have 
been absorbed. Only the subjective sensations and 
the bleeding cease with their absorption; the 
physical changes persist. In some cases the effect 
of the implanted hormones lasted for a year and 
a half. Repeated implantations, in some cases of 
smaller doses, were always effective and frequently 
demanded by the patient. The only unpleasant 
side-effect is haemorrhage, but only in 1 out of the 
25 cases was this serious enough to require curettage 
and the removal of the implant was never needed. 
At first haemorrhages were irregular, but later they 
recurred at regular intervals. The author prefers 
to call them haemorrhages, because he was not 
able to perform a biopsy on the uterine mucosa in 
the majority of cases. In some, however, he was 
able to demonstrate microscopically proliferative 
and pre-menstrual changes. The dose of corpus 
luteum hormone implanted simultaneously with 
the follicular hormone should be large—5o-—100 mg. 
follicular hormone and 100-500 mg. corpus luteum 
hormone. [This is in accordance with the more 
recent trends in the treatment of amenorrhoea 
recommended by Simmonet, Zondek, et al., the 
tendency being to reduce the dose of follicular 
hormone and increase that of corpus luteum 
hormone, since an excessive amount of the former 
tends to inhibit the autogenous production o: 
pituitary hormones. ] W. Mestitz 


Disorders of Function. 


271. Treatment of the Persistent Follicle with 
Chorionic Gonadotrophin. (Zur Behandlung der 
Follikelpersistenz mit Chorionhormon. ) 

By H. Buppe. Zbl. Gyndk., 69, 1169-1176, 1977. 
12 figs. 

The author reviews the results obtained in treat- 
ment of the persistent follicle with chorionic 
gonadotrophin. In all, 25 cases were treated and 
the results were confirmed by endometrial biopsies. 
In age, the patients ranged from the menarche to 
the menopause. Cases are divided into 2 groups. 
In the first group of 15 cases, persistent bleeding 
from a hyperplastic endometrium was stopped by 
the injection of 10 mg. progesterone daily for 5 
days. This was followed by bleeding from a 
secretory endometrium in 2 days. Chorionic 
gonadotrophin was then given in doses of 1,000 i.u. 
daily for 4 days, after which bleeding indistinguish- 
able from menstruation occurred within 8 to 10 
days. The course of treatment with chorionic 
gonadotrophin was continued for 4 months, injec- 
tions being given between the 14th and 21st day 
of the cycle. In this series of cases 11 were perma- 
nently cured [no time given], 2 were cured after 
a further 4 months’ course, 1 relapsed again, and 1 
was lost sight of. The second group was treated 
with chorionic gonadotrophin as above; bleeding 


ceased in most cases, and was followed by haemor- 
L* 
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rhage from a hyperplastic endometrium within 8 
to 1odays. Thereafter the same course of treatment 
was given as in the first group. Ten patients were 
thus treated, of whom 6 were permanently cured, 
3 were cured after a further course and are still 
free from symptoms after 8 months, and 1 relapsed. 
The author concludes by stating that his series of 
cases proves that the human ovary responds to 
chorionic gonadotrophin. * W. P. Hirsch 


272. The Dose of Follicular Hormone Required for 
Endometrial Proliferation. (Zur Endometrium-Auf- 
baudosis des Follikelhormons.) 

By C. MUELLER. Schweiz. med. Wschr., 78, 369- 
370, Apr. 24, 1948. 2 figs. 

The author gives a brief review of the doses of 
follicular hormone needed to produce endometrial 
proliferation in the castrated woman. He cites 
Giesen in his conclusions that 3 mg. oestradiol per 
month is the average amount required by the body 
to maintain full development of the endometrium. 
The conclusion is reached that the monthly rate 
of absorption of oestradiol is 5 to 10 per cent of 
the amount implanted. It is suggested that the 
monthly requirement of oestradiol to produce and 
maintain a fully functioning endometrium is from 
250 to 500 wg. The author describes a case treated 
by himself, with a full report of the microscopical 
findings after endometrial biopsy. 

D. M. Sheppard 


273. Study of the Endometrium in Some Anomalies 
of Menstruation. (Estudia del endometrio en algunas 
anomalias clinicas de la menstruacion.) 

By L. A. Garcia. Toko-ginec. pract., 7, 421- 
435, Oct. 1948. 13 refs. 


274. The Production of Ovulation in the Anovulatory 
Patient. : 

By L. F. Busunett. West. J. Surg. Obstet. 
Gynec., 56, 556-558, Oct. 1948. 4 refs. * 


275. Ovarian Dysfunction in Young Women Treated 
with Low-dosage Irradiation, 

By D. G. Drips. Amer. J. Obstet. Gynec., 55, 
789-798, May 1948. 2 refs. ; 

Various symptoms, such as amenorrhoea, menor- 
rhagia and meno-metrorrhagia, dysmenorrhoea, 
and sterility have been treated by the authors with 
low-dosage irradiation of the ovaries and pituitary. 
Thyroid, progesterone, oestrogens, ovarian ex- 
tracts, and chorionic gonadotrophins were given as 
additional therapy to many of the patients. The 
results are set out in tabular form. 

Braithwaite Rickford 


276. Effect of Low Dosage Roentgen Radiation on 
the Gonadotropic Function of the Hypophysis of the 
Mature and Immature Female Albino Rat. 

By J. H. Freep, E. J. Farris, D. P. MUrpHy, 
and E. P. PENDERGRASS. |]. clin. Endocrinol., 8, 
461-481, June 1948. 1 fig., 53 refs. 
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Although low-dose X-ray treatment of the 
pituitary and ovaries has long been used in treat- 
ment of menstrual disorders and sterility, the mode 
of action of the therapy was ambiguous and it was 
not known whether the action was due to direct 
stimulation of glandular function through alteration 
of biochemical factors, or to the secondary effect 
of increased blood supply, or to the selective 
destructive action of X-rays. It was therefore 
decided to carry out experiments involving the 
irradiation of the hypophyses of albino rats with 
low doses of X-rays, and to note any alteration in 
glandular function and the mechanism by which 
such changes were effected. Previous experiments 
suggested that the gland was radio-resistant, being 
histologically unaffected by doses up to 400 r. 

Two main experiments were involved; in one the 
authors used sexually mature female Wistar albino 
rats; and in the other sexually immature rats of 
the same breed. The oestrus cycle of these rats 
lasts for 4 to 5 days, the first day being that of 
most activity, the day of heat. With the sexually 
mature females, doses from 5 r to 300 r were directed 
to the pituitary from an intermediate therapy unit 
of output go (air) r per minute at skin surface. 
After single and serial doses delivered on the second 
day of the cycle, 49.1 per cent of the rats showed 
symptoms of recurring heat—increased activity and 
copulation response. Anatomical studies revealed 
an increased vascularity in some rats, and a 
significant increase in weight of the pituitary over 
that of the 2-day control rats. The ovaries and 
uteri showed little difference in weight. In rats 
irradiated on the third day of the cycle there was 
no recurrence of heat symptoms. The sexually 
immature females were irradiated with doses of 
5 to 50 r in single and in split doses. No difference 
was observed between them and ‘heir controls, 
either in the appearance and weight of glands and 
uteri, or in the age of vaginal opening. 

That X-rays have an effect on the pituitary is 
indicated by the reappearance of heat in 49.1 per 
cent of one of these groups and in the increased 
weight and vascularity of the gland in this group. 
But it is a transient effect; the periodicity of the 
cycles is unchanged, and subsequent cycles are 
normal. That this transient effect is not due to 
a direct stimulating effect of X-rays is also shown 
by the inability to produce sexual precocity in 
young rats, even though small doses of follicle- 
stimulating hormone produce this precocity. Work 
on other organisms supports this view. The non- 
recurrence of heat in 50.9 per cent of the 2-day 
irradiation group is thought to be due to well- 
established metoestrus, so that there is insufficient 
follicle-stimulating hormone to overcome the pro- 
gestin dominant at metoestrus. The transient 
acceleration of metabolism observed is therefore 
regarded as secondary to increased vascularity or 
altered cell permeability produced by irritative 
effects of small doses of X-rays, not visible histo- 


logically. That X-rays do not directly stimulate 
normal cell growth is shown by these experiments, 
Ralston Paterson 


277. Amenorrhoea of War. (L’amenorrea di guerra.) 

By F. Marcuesi and S. SIcILIano. Monit. ostet.- 
ginec., 19, 172-205, May-June 1948. 1 fig., 
bibliography. 


278. Prognosis in Menstrual Disturbances Due to 
Environmental Conditions. (Die Prognose unwelt- 
bedingter Menstruationsstérungen. ) 

By C. KaurMan and H. A. MUELLER. Geburtsh, 
u. Frauenheilk., 8, 630-633, Sept. 1948. 4 refs. 


279. Head Injury and Menstrual Disturbances, 
(Kopftraumen und Menstruationsstérungen.) 

By A. Mayer. Z. Geburtsh. Gyndk., 129, 113- 
122, 1948. Bibliography. 


280. Neostigmine in Treatment of Amenorrhoea. 
(La prostigmina nella cura delle amenorree.) 

By T. M. Carraratto. Ginecologia, Torino, 14, 
373-382, 1948. 14 refs. 


281. Value of Neostigmine Injection in the Treat- 
ment of Delayed Menstruation and the Early Diagnosis 
of Pregnancy. (Valeur de la méthode de Soskin a la 
prostigmine pour le traitement des retards menstruels 
et le diagnostic précoce de la grossesse. ) 

By —. DELERUE and —. KLEIN. C. R. Soc. frang. 
Gynéc., 18, 142-144, May-Sept. 1948. 


282. Induction of Uterine Bleeding in Amenorrhea 
with a Single Injection of Precipitates of Estrogen and 
Progesterone. 

By B. Zonpek and §. Rozin. J. clin. Endocrinol., 
8, 406-412, May 1948. 10 refs. 

The standard treatment of functional amenor- 
rhoea has aimed at stimulating the endometrium 
to proliferate by oestrogen injections and then 
inducing secretory changes with progesterone. This 
entails multiple injections, and the oestrogen may 
well inhibit the gonadotrophic function of the 
pituitary. In 1942, Zondek demonstrated that 
bleeding from a thin mucosa often followed 2 to 5 
days of progesterone therapy with a total dose of 
50 mg. If 2.5 mg. oestrogen were injected con- 
currently the amount of progesterone could be 
halved in cases of secondary amenorrhoea of less 
than 2 years’ duration but when amenorrhoea was 
more prolonged or was primary it was more satis- 
factory to give this minimal dose of oestrogen and 
50 mg. progesterone. The new method described 
consists of a single intragluteal injection of 5 to 10 
mg. oestrone and 50 mg. progésterone, dissolved 
in an organic solvent and precipitated in the syringe 
by the addition of saline solution. Bleeding usually 
follows 10 days later and lasts for about 4 days. 
Three or 4 treatments at 4-week intervals are 
advocated. After the first injection, the amount 
of progesterone may be halved or the oestrogen 
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omitted. Thirty-four patients have so far been 
treated by this method. Five patients with primary 
amenorrhoea received 8 injections, of which 7 were 
successful. Twenty-nine patients with secondary 
amenorrhoea received 43 injections, of which 40 
were successful. The average duration of amenor- 
thoea in these cases was 4 years. Spontaneous 
cyclic bleeding occurred after treatment was dis- 
continued in 5 patients with secondary and in 1 
patient with primary amenorrhoea, which suggests 
that the substitution therapy stimulates the 
pituitary gonadotrophic mechanism. Advantages 
claimed for this method of treatment are that only 
1 injection is required, that the small dose of 
oestrogen does not cause pituitary inhibition, and 
that the intragluteal injections are well tolerated 
and pain is rare. Doreen Daley 


283. Hormone Therapy with Particular Reference to 
the Menopause and Metrorrhagia. 

By L. A. Gray. J. Oklahoma med. Ass., 41, 325- 
330, Aug. 1948. 

284. Metrorrhagia of Puberty due to Late Con- 
genital Syphilis. (Metrorragia della pubertad por lues 
congenita tardia, caso clinico.) 

By M. P. Uttoa. Bol. Soc. chil. Obstet. Ginec., 
31, 90-93, June 1948. 4 refs. 


285. Membranous Dysmenorrhoea and Menorrhagia. 
(Dysménorrhée membraneuse et ménorragie.) 

By J. L. Wopon and R. Corpigr. Brux. méd., 
28, 1627— 1636, Aug. 8, 1948. 31 refs. 


286. Treatment of Leucorrhoea with Ichthoestren. 
(Fluorbehandlung mit Ichthoestren. ) 

By H. Martius and H. Hosemann. Geburtsh. 
u, Frauenheilk., 8, 565-568, Aug. 1948. 9 refs. 


287. Treatment of Leucorrhoea with Sulphonamides. 
(Die Fluorbehandlung mit Sulfonamiden.) 

By K. Tuorwest. Dtsch. med. Wschr., 73, 346- 
347, Aug. 13, 1948. 8 refs. 


288. Experiences in the Local Treatment of Leucor- 
thoea with Sulphonamides. (Erfahrungen bei der 
Lokalbehandlung des Fluors mit Sulfonamiden.) 

By K. W. ScuHuttze. Geburtsh. u. Frauenheilk., 
8, 687-691, Oct. 1948. 8 refs. 


289. The Arrest of Abnormal Uterine Bleeding with 
Pitressin Tannate in Oil. 

By R. C. Benson. Amer. J]. Obstet. Gynec., 55, 
286-292, Feb. 1948. 21 refs. 

One hundred patients suffering from uterine 
haemorrhage caused by conditions other than malig- 
nant disease were given 2 ml. (10 pressor units) ot 
pitressin in oil. In 31 per cent bleeding stopped 
within 24 hours and in 39 per cent it slackened 
appreciably within 48 hours, but in 16 per cent 
there was no improvement. Injection of this 
preparation is suggested for emergency use. 

Braithwaite Rickford 
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290. Indiscriminate Use of Estrogens in the Meno- 
pause. 

By J. M. HaBev. Virginia med. Mon., 75, 517- 
520, Oct. 1948. 12 refs. 


291. Haematometra After the Menopause. (L’héma- 
tométre aprés la ménoapuse.) 

By E. HErvet. Bull. méd., Paris, 62, 467-469, 
Nov. 1, 1948. 


Sterility. 

292. Research in Human Reproduction: Medical 
Aspects. 

By H.C. Taytor. Human Fertil., 13, 1-5, Mar. 
1948. 


293. Research in Human Reproduction: Social 
Aspects. 

By P. M. Hauser. Human Fertil., 13, 6-9, Mar. 
1948. 

294. Why Sterility? 

By S. L. Stecrer. Urol. cutan. Rev., 52, 571- 
575, Oct. 1948. 

295. Sterility in the Female. Remarks on 107 Cases. 
(Stérilité féminine. Quelques remarques 4 propos de 
107 cas.) 

By H. Gopar. Brux-méd., 28, 809-822, Apr. 
18, 1948. Bibliography. 

The author reports 107 cases of sterility—g3 in 
which pregnancy had not occurred after 2 years of 
normal married life, and 14 in which 2 years had 
elapsed since a previous pregnancy. The mean age 
of the patients was 30 years and the average dura- 
tion of sterility 5 years and 1o months. In 1o of 
the 14 cases of secondary sterility sepsis following 
abortion was the predisposing factor. Of the cases 
of primary sterility, in 64 per cent the chief factor 
was frigidity in the female, associated frequently 
with glandular insufficiency and infantilism of the 
genital tract. A tubal cause was present in 22.4 
per cent of cases [a figure low in comparison with 
English experiences]. The infantile uterus with 
long cervix and pinhole os figured prominently 
among congenital defects, which account for 40 per 
cent of cases. Many patients were unwilling to go 
through the whole course of investigation and treat- 
ment, but the author’s figure for self-discharge is 
only 16 per cent [which is low in comparison with 
English figures]. 

The proportion of pregnancies recorded in the 
series is high—38 per cent. Natural and artificial 
oestrogens have been employed [though upon what 
precise grounds it is difficult to determine. No 
mention is made of faults in cervical mucus or 
attempts to improve it]. Treatment of the cervix 
by cauterization with ro per cent silver nitrate or 
the electric point in cases of endocervitis or infected 
erosion has given favourable results—9 pregnancies 
in 16 cases treated. Six pregnancies occurred after 
8 ventrisuspensions performed for retroversion of 
the uterus. 
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The author does not employ tubal insufflation, 
believing that hysterosalpingography is more useful 
in giving information concerning the anatomy of the 
Fallopian tubes and carries no greater risk than 
insufflation. He also states that a pressure of 200 
mm. Hg should be maintained within the uterus 
for 1 or 2 hours when radio-opaque substances are 
injected into the uterus. The importance of tubal 
spasm is rightly stressed and a cone-shaped shadow 
at either corner is regarded as probable evidence of 
organic stenosis. Three pregnancies occurred out of 
ro cases in which hysterosalpingography was em- 
ployed as a method of treatment, and in 3 other 
cases in which the technique was employed for 
diagnosis. Leslie A. Cruttenden 


296. Investigation and Treatment of Infertility. 
By J. Rock. Med. Clin. N. Amer., 32, 1171- 
1193, Sept. 1948. 6 figs., 8 refs. 


297. Cyto-hormonal Investigation in Sterility of 
Endocrine Origin. (Les critéres de l’exploration cyto- 
hormonale dans les stérilités endocriniennes. ) 

By F. Moricarp. Rev. frang. Gynéc., 43, 193- 
201, May 1948. 3 figs., 10 refs. 

The cytological changes occurring in the endo- 
metrium are an index of the activity of the sex 
hormones. The study of glycogen content of the 
endometrium is an essential part of the investiga- 
tion of the cell-hormone mechanism. 

Four conditions of the endometrium can be 
recognized during the menstrual cycle. In the early 
part of the oestrogen phase intense proliferation of 
the endometrium occurs, but glycogen is absent and 
the spiral arterioles are not differentiated. In this 
phase the endometrium is under the influence of 
comparatively small quantities of oestrogen. In 
the second phase, which corresponds to the time 
of ovulation, traces of glycogen appear only at the 
bases of the epithelial cells. In the third phase, 
occurring 24 to 72 hours after ovulation, or 24 
hours after injection of progesterone in a uterus pre- 
viously under the influence of oestrogen, the 
glycogen content of the epithelium is greatly in- 
creased, but it remains near the base of the cells. 
The fourth phase coincides with the phase of 
maximum activity of the corpus luteum in the days 
immediately before menstruation. Glycogen is now 
found in all parts of the cytoplasm of the epithelial 
cells. The spiral arteries are present and ‘‘ ferning ”’ 
of the glands has taken place. On the day before, 
or on the first day of, menstruation, glycogen has 
completely disappeared from the endometrium. 

In cases of sterility of endocrine origin, the 
changes are often atypical. In the premenstrual or 
luteal phase, ‘‘ ferning ’’ of the glands may not be 
seen, the spiral arteries may be poorly differen- 
tiated, and glycogen may be absent. These findings 
represent deficiency in the secretion of proges- 
terone. Injection of progesterone or of gonado- 


trophic hormone in the premenstrual phase may in 
these cases be followed by normal pregnancy. 
Josephine Barnes 


298. The Diagnosis and Treatment of the Endocrine 
Factors in Female Sterility. 

By C. Mazer and F. CHEck. Urol. cutan. Rev., 
52, 603-606, Oct. 1948. 8 refs. 


299. Liver-gonadal Syndromes as a Cause of 
Sterility. 

By S. J. Grass. Urol. cutan. Rev., 52, 584- 
586, Oct. 1948. 19 refs. 


300. Functional Exploration of the Utero-tubal 
Musculature in Sterility. (Exploration fonctionelle de 
la musculature utéro-tubaire dans la stérilité.) 

By R. PaLMer and E. PALMER. Rev. frang. 
Gynéc., 43, 172-192, May 1948. 6 figs., 16 refs. 

Four methods for the investigation of the utero- 
tubal musculature in cases of sterility are described 
—by an intrauterine balloon, by kymographic 
insufflation, by utero-tubal radio-manometry, and 
by utero-tubal pneumo-manometry. 

For measurements of intrauterine pressures, the 
Riazi-Palmer apparatus is used, consisting of a 
small intrauterine aneroid manometer, connected 
to an apparatus by which graphic records can be 
made. The method is at present too elaborate and 
delicate for routine clinical use. The authors have 
been able to confirm the observations of Knaus on 
the effect of oxytocin. In fertile women intra- 
venous injection of one unit of oxytocin during the 
luteal phase of the cycle produces no response. In 
sterile women, the uterus continues to react to 
oxytocin at all phases of the cycle. 

_The authors describe the contractions registered 
during kymographic insufflation with Bonnet’s 
apparatus. They believe that 3 types of oscillations 
are recorded. The first are probably tubal, waves 
being 5 to 20 mm. high with a frequency of 5 to 10 
per minute. The second, probably uterine, are 20 
to 60 mm. high with a frequency of 1 to 3 per 
minute. The third are probably mixed. The uterine 
type may be found in nervous patients, when oxy- 
tocin is injected in the receptive phase or if the 
injection of gas is prolonged. The utero-tubal tonus 
isabout 60 mm Hg at the optimal time for insuffla- 
tion, that is on the 8th to 10 day of the cycle. 
During the intermenstrual phase it reaches 100 mm. 
Hg or more, falling during the premenstrual phase 
to 30 or even 20 mm. Hg. In the follicular phase, 
intravenous injection of posterior pituitary extract 
causes wide and infrequent oscillations. In the 
luteal phase, no change is seen in the curves. In 
cases of sterility response is poor By retrograde 
insufflation it is possible to study the tone and 
contractility of the isthmus of the uterus. The 
pressure isabout 40 mm. Hg in the follicular phrase, 
55 mm. in the luteal phase, and 28 mm. Hg in the 
menstrual phase. It has been suggested that in 
anovular cycles these variations are absent. Finally, 
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it has been found possible to estimate the capacity 
and contractility of the uterus without allowing air 
to escape into the Fallopian tubes. 


By means of radio-manometry, light ‘‘ lipiodol ’’ 
being used, it is possible,to measure the uterine 
tonus, the capacity of the uterus, the force of the 
contractions, and the tonus of the isthmic sphincter. 
These measurements can be made with an intra- 
uterine cannula. With an intracervical cannula it 
is possible to measure the tonus of the uterine 
isthmus, the tone of the uterus, and the quantity of 
lipiodol injected without filling the Fallopian tubes. 


Tubo-uterine pneumo-manometry consists in the 
very slow injection of 10 ml. of air and pressure 
measurement by means of the Riazi-Palmer appara- 
tus. Again differences are noted with intrauterine 
and intracervical cannulae. Intrauterine injection 
permits the measurement of uterine tonus, of the 
physiological capacity of the uterus, of the first 
escape of air into the Fallopian tubes, and of the 
utero-tubal tonus. Finally, the occurrence of 
isthmic reflux permits measurement of the isthmic 
tonus. In abnormal cases lesions may affect the 
utero-tubal canal, the cervico-uterine canal, and 
the utero-tubal contractility. In a number of cases, 
the Fallopian tubes have been found to be patent 
at the 12th day of the cycle, but not patent 
during the rest of the cycle. In these cases, utero- 
tubal contractility was increased and endometrial 
biopsy revealed abnormalities in the premenstrual 
phase. Such periodic blocking of the Fallopian 
tubes may be responsible in certain cases for 
sterility or tubal pregnancy and may be due to 
spasm of hormonal origin. With severe tears 
of the cervix, the isthmic tonus may be non- 
existent. These cases are associated with a tendency 
to miscarriage. In very nervous women, spasm of 
the isthmus is often noted. In the luteal phase, 
the uterus is normally atonic. When the uterus 
preserves its tone and continues to contract in 
the luteal phase the fertilized ovum may be 
expelled. In such cases progesterone deficiency is 
probably responsible for the persistence of uterine 
tonicity and contractility at a time when they are 
usually absent. 


If the uterus responds to oxytocin during the 
luteal phase, there is probably progesterone defi- 
ciency. In such cases giving 5 to 10 mg. of pro- 
gesterone twice during one or two days before the 
oxytocin test may result in the normal lack of 
treaction to oxytocin characteristic of the luteal 
phase. If, however, the reaction remains abnormal, 
then there is probably some primary abnormality 
of function of the uterine muscle. 

Josephine Barnes 


301. Tubal Patency Tests. 
By W. D. Beacuam and D. W. BeacHam. Urol. 
cutan. Rev., 52, 582-584, Oct. 1948. 12 refs. 
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302. The Therapeutic Value of Repetitive Lipiodol 
Tubal Insufflations. 

By R. N. RutHERForD. West. J. Surg. Obstet. 
Gynec., 56, 145-154, Mar. 1948. 15 figs., 4 refs. 

This report is based on a study oi 417 women 
who were proved to be ovulating and had no 
physical defects and in whom the only apparent 
cause for infertility was tubal occlusion, diagnosed 
by 2 failures of air insufflation. If air failed to 
pass at 200 mm. Hg on the 18th to 16th day before 
the first day of the next calculated period, the test 
was repeated 5 to 7 days later, when the pressure 
was raised three times to 200 mm. Hg and main- 
tained at this level for 60 seconds on each occasion. 
Only those women in whom the second attempt 
at air insufflation failed were subjected to ‘‘ lipio- 
dol ’’ insufflation. 

General anaesthesia was abandoned early in the 
series, and gr. 1 (65 mg.) of codeine was given in- 
stead half an hour before the test. The slow injec- 
tion of 12 ml. of lipiodol was attempted, the 
operator being guided by the patient’s discomfort. 
If the substance passed without discomfort and 
without the operator’s observing a sensation of 
resistance, the tubes were usually found to be 
patent. Midline pain with increased resistance or 
cervical leakage indicated bilateral utero-tubal 
obstruction; lower quadrant pain, unilateral or 
bilateral, indicated blockage of the corresponding 
tube or tubes. The first film was taken immediately 
after the maximum tolerated amount had been in- 
jected. The pressure was then maintained for 5 
minutes, the apparatus removed, and a second film 
taken 10 minutes later. The 24-hour film was con- 
sidered unnecessary. The procedure was repeated 
once monthly, always during the fertile phase, until 
patency had been established or three efforts had 
failed to demonstrate progress in opening the tubes. 
If patency was established the test was repeated 
every 3 months until pregnancy occurred. All 
other relevant factors, including the husband’s 
fertility, were checked and corrected from time to 
time. Illustrative cases are described and radio- 
graphs reproduced. The results are given in the 
following table. 


Total number of cases “i 417 
Primary sterility .. 
Secondary sterility 105 
Demonstrable (X-ray) relict. of 
Subsequent pregnancy 
Viable pregnancy . 
Spontancous abortion 
Required surgery en os ll 
Failures... = 
Successfully pregnant 
Complications : 
Death ee 1 (0.25%) 
Pelvic inflammation ee 
Venous sinus injection .. ee me ea 2 
Tetany (overbreathing) 


297 (71%) 
264 (63%) 


233 
31 (13.3%) 
14 


woo 


1 
Total number of uterotubograms 1,231 
Average per patient to achieve tubal patency 2, 
Average number of months for patients to 
become pregnant after patency established 4.7 
patency il 


| | 
il 


168 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


The one death was due toa generalized peritonitis 
following a virulent pelvic infection acquired from 
the husband at about the time of the lipiodol injec- 
tion. In 2 cases, venous intravasation caused no 
apparent harm. The importance of the patient’s 
co-operation is stressed; an explanation was always 
given of the possible dangers of the procedure, 
although every effort was made to avoid any risk 
of activating old infection. 

The nature of the occlusion was undetermined in 
most cases, but the author considers gonorrhoea, 
criminal abortion, postpartum infection, adhesions 
outside the Fallopian tube, inspissated mucus, or 
blood-clot to be probabilities. [The possibility of 
spasm is not mentioned; antispasmodics were not 
used. A control series of an equivalent number of 
gas insufflations would have been interesting, but 
the detailed care, patience, and results described 
are impressive. | Aileen M. Dickins 


303. Comparative Physiology of Conception and its 
Applications to the Study of Human Sterility. (Physio- 
logie comparée de conception. Applications a ]’étude 
de la stérilité humaine.) 

By R. Moricarp, Gynéc. et Obstét., 47, 411- 
420, 1948. 


304. Prediction of Ovulation in the Treatment of 
Sterility. (Prediccién de la ovulacion en el tratamiento 
de la esterilidad.) 

By E. J. Farris and D. P. Murpuy. Rev. méd. 
Cordoba., 36, 199-208, May 1948. 2 figs., 8 refs. 


305. Surgery in the Treatment of Sterility. 
By J. J. Romer. Urol. cutan, Rev., 52, 586- 
590, Oct. 1948. 48 refs. 


306. The Evaluation of Male Infertility. 
By W. W. Witttams. Urol. cutan, Rev., 52, 
577-582, Oct. 1948. 6 refs. 


307. Polynuclear Cells as an Index of Anomalies of 
Meiosis in Male Sterility. (Cytes polynucléés comme 
preuve d’anomalies de la méiose dans certaines stérilités 
humaines masculines. ) 

By R. Moricarp. Rev. franc. Gynéc., 43, 161- 
171, May 1948. 3 figs., 8 refs. 

Pathological specimens of human seminal fluid 
obtained during investigations of sterility have 
been found to contain polynuclear cells which in 
the author’s opinion represent an abnormality of 
meiosis or cell division. This is of practical interest 
to the clinician and may indicate functional dis- 
order of the hypophysis, a toxic effect, or a defi- 
ciency of vitamin E. Further study of hormonal 
and vitamin levels may enable this disturbance of 
spermatogenesis to be treated. 

The author has studied the mechanism of meiosis 
in the rat, and summarizes the chain of events. 
In the mammalian testicle, the primitive sex cells 
are spermatogonia and contain 2m chromosomes 
plus one X chromosome. These cells divide to 


form spermatocytes of the first order, containing 
the same number of chromosomes. The spermato- 
cytes of the first order divide to form spermatocytes 
of the second order and at this division reduction 
occurs in the chromosome number, one type of 
spermatocyte containing 1m and the other 1m 
chromosomes plus one X chromosome. [The 
mechanism is illustrated by excellent photomicro- 
graphs.] Each spermatocyte eventually gives rise 
to 4 spermatozoa, 2 with the X chromosome and 
2 without. In the hypophysectomized rat, abnor- 
malities of spermatogenesis occur which result in 
the formation of polynuclear cells. This may occur 
at the anaphase 1, or at the metaphase 1 of the first 
mitosis of maturation. Injection of pituitary 
gonadotrophin may, in suitable dosage, re-establish 
the normal process of spermatogenesis, with normal 
maturation. 

Polynuclear cells occurring in abnormal human 
seminal fluid have been studied. Cells have been 
discovered similar to those found in the hypho- 
physectomized rat. Tetranuclear cells are the most 
common, but cells containing 30 to 50 tiny nodules 
have also been observed. The significance of this 
finding is briefly discussed. Deficiency of anterior 
pituitary secretion is suggested as a_ possible 
mechanism. The supposed effect of toxic reactions 
on spermatogenesis may be due to a primary effect 
on the anterior pituitary rather than to a direct 
effect on the testicle. 

The role of vitamin E in spermatogenesis is still 
unknown. It may have a direct or indirect action. 
It is reasonable to suppose that the formation of 
abnormal polynuclear cells is not dependent only 
on anterior pituitary deficiency, but that other 
factors may be concerned. The one fact that can 
be stated with certainty is that the formation of 
polynuclear cells represents an abnormality of 
spermatogenesis. Josephine Barnes 


308. Fructose and Fructolysis in Semen in Relation 
to Fertility. 

By T. Mann. Lancet, 1, 446-448, Mar. 20, 1948. 
2 figs., 28 refs. 

Fructose, secreted by the seminal vesicles and 
accessory glands, is present in the seminal fluid of 
man, bulls, horses, and other mammals. Its function 
is probably to act as a source of nourishment for 
the spermatozoa. To estimate the fructose and 
fructolysis in bull’s semen 0.2 ml. of 0.25 molar 
phosphate buffer of pH 7.4 is added to 0.4 ml. of 
fresh semen in a narrow glass tube; o.1 ml. of the 
mixture is withdrawn and freed from protein by 
addition of 1.9 ml. of water, 1 ml. of 2 per cent 
zinc sulphate, and 1 ml. of o.1 N sodium hydroxide, 
heating for 1 minute in boiling water, and filtering. 
The rest of the buffered semen is incubated at 35 
to 37° C., o.1-ml. samples being withdrawn and 
freed from protein hourly for 3 hours. Four 
standard tubes containing 0.2 mg., 0.1 mg., 0.05 
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mg., and 0.025 mg. of pure fructose in 1 ml. are 
prepared. To each of these are added 0.5 ml. of 2 

r cent zinc sulphate and 0.5 ml. of o.1/N NaOH. 
The fructose is estimated colorimetrically after 
addition of 2 ml. of 0.1 per cent alcoholic solution 
of resorcinol and 6 ml. of 30 per cent HCl to each 
tube, heating for 10 minutes at 80° to 85° C., and 
cooling. The level of seminal fructose depends on 
the functional activity of the accessory glands, 
controlled by the testicular hormone. Low levels 
of fructose often coincide with poor quality sperma- 
tozoa, but high levels may occur even in azo6- 
spermia. Fructose disappears from semen incubated 
in vitro, being broken down to lactic acid. Azoé- 
spermic semen cannot utilize fructose, and the rate 
of fructolysis is reduced in subfertile animals. 
Survival of spermatozoa in vitro depends largely 
on fructolysis. This is particularly important in 
semen stored for artificial insemination. 

R. Barer 


309. Social and Psychological Factors Affecting 
Fertility. VIII. The Comparative Influence on Fertility 
of Contraception and Impairments of Fecundity. 

By P. K. WHEtpTon and C. V. Kiser. Milbank 
mem. Fd Quart., 26, 182-236, Apr. 1948. 4 figs., 
13 refs. 

The basis of this paper is a study of 1,977 native 
white Protestant couples with at least ‘‘ an eighth 
grade education ’’, who were living in Indianapolis 
in 1941 and who were married in 1927-29, the wife 
being under 30 and the husband under 4o at the 
time of marriage. The authors estimate that the 
potential birth rate was reduced by 63 per cent as 
a result of voluntary control, and that compared 
with the estimated productive ability of the most 
fecund 75 per cent of the couples, that of the group 
as a whole was 27 per cent less owing to defects 
in the reproductive system. Of the 19 per cent of 
the couples without children roughly 40 per cent 
were childless because of contraceptive practice and 
60 per cent by reason of impaired fecundity. 

Considerable ingenuity is shown in the use of 
the factual data in order to arrive at the above 
estimate, and full details are given of the various 
assumptions which had to be made. Sometimes 
these assumptions seem hazardous—for example, 
when, disregarding the frequency of pregnancy 
despite the regular use of contraceptives (656 first 
conceptions, 619 second, 392 third, and 199 fourth), 
the 119 couples who practised contraception 
successfully through marriage are assumed to be 
an unbiased sample with fecundity similar to 
those who practised contraception for a shorter 
period and then stopped in order to have a child. 

In view of the opinions offered it is interesting 
to note that the use of contraceptive measures did 
not appear to have any adverse effect upon the 
fecundity of couples who later desired a child. 

F, A. E. Crew 
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310. Contraception with an Intrauterine Silk Coil. 


By M. Hatton, R. L. Dickinson, and C. Tietze. 
Human Fertil., 13, 10-13, Mar. 1948. 1 fig., 1 ref. 


311. X-ray Study of the Contraceptive Diaphragm 
in the Vagina. 

By A. P. Hupeins and W. P. ELKin. West. J. 
Surg. Obstet. Gynec., 56, 437-439, Aug. 1948. 


312. Artificial Insemination: Its Position in the 
Treatment of Sterility. 

By J. O. Haman. Urol. cutan. Rev., 52, 569- 
571, Oct. 1948. 3 refs. 


Infections of the Reproductive Organs. 

313. The Treatment of the Inflamed Perineum with 
Vernix Caseosa. (Gyulladdsos gdtak gydgyitdsa 
magzatmazzal.) 

By L. Lajos. Orv. Hetilap., 89, 303-304, Aug. 
1, 1948. 


314. A New Classification of Vaginal Flora, Based 
on Six Fundamental Types. (Neue Klassifikation der 
Vaginalbiocoenose auf sechs Grundbilder.) 

By O. Jrrovec, R. PETER, and I. MALEK. 
Gynaecclogia, Basel, 126, 77-99, Aug. 1948. 16 
figs., 8 refs. 


315. The Carbon-Dioxide Spray in the Treatment of 
Vaginal Inflammation. (Der Kohlensaurespray in der 
Behandlung entziindlicher Scheidenerkrankungen.) 

By C. MUELLER. Gynaecologia, Basel, 125, 321- 
336, May 1948. 4 figs., 36 refs. 

The author gives a historical review of the spray 
process introduced by Wood 30 years ago, and dis- 
cusses the chemistry, pharmacology, and physiol- 
ogy of carbon dioxide (CO,) and carbonic acid. The 
diffusibility of CO, in the form of carbonic acid 
which is related to its lipid solubility is very high. 
The permeability of the human skin and even more 
of the mucous membranes to CO, is used in bal- 
neology. CO, is also an important regulator of the 
circulation; the capillaries are very sensitive to its 
action. It paralyses sensory nerves; the hyperaemic 
action of CO, is used in wound treatment. This 
combination of effects makes carbonic acid a par- 
ticularly suitable therapeutic agent in the treatment 
of vaginitis. 

The atomizer and the technique of the spray 
method are described. It is necessary to expose 
the vaginal walls completely, as in every local 
treatment. Any excess of mucus must be removed. 
After the spraying, which takes about 2 minutes, 
the vagina must be carefully dried and some carbo- 
hydrate insufflated. The author prefers a mixture 
of lactose with boric acid (3 to 1). To begin with, 
this combined treatment must be carried out fairly 
often; the reduction or disappearance of the 
increased transudation determines the frequency 
of treatment. Various water-soluble substances may 
be added to the spray, the CO, being a most suitable 
vehicle. Thus, sodium bicarbonate is added when 
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there is much mucus present, borax in vaginitis 
due to Monilia albicans, ‘‘ yatren’’ or particularly 
desogen’’ in Trichomonas vaginalis vaginitis. 
(Desogen is a quaternary ammonium compound 
with slightly astringent and bactericidal action.) 
Although the author had better results with this 
treatment than with any other in many hundreds of 
cases over several years, he does not want to give 
the impression that it is a specific treatment for 
leucorrhoea. The astringent action of CO, for 
instance, is so weak that it cannot compare with 
that of silver nitrate. The method, however, is 
quick, clean, easily applied, not unpleasant for the 
patient, and very economical. Its importance 
should not be over-rated; like any other local treat- 
ment it should form only a part of a scheme which 
takes account of the various conditions that cause 
leucorrhoea. W. Mestitz 


316. Penicillin Administration via the Vagina. 

By R. I. Water, M. A. GOLDBERGER, and L. 
S. Lapip. N.Y. St. J. Med., 48, 1159-1161, May 
15, 1948. 3 refs. 

The authors report 5 cases of infection of the 
female genito-urinary tract treated with intra- 
vaginal suppositories of penicillin at the Mount 
Sinai Hospital, New York. The infections con- 
sisted of : (@) an acute nonspecific bilateral salpingo- 
oéphoritis with peritonitis; (b) an acute cystitis 
with pyelitis due to Streptococcus viridans; (c) 3 
acute gonococcal infections—a cervicitis, an endo- 
metritis, and a bilateral salpingo-oéphoritis with 
pelvic peritonitis. Sodium penicillin was admini- 
stered in suppositories, each containing 100,000 
units in a base of cocoa butter. The dosage varied 
from 2 suppositories 2-hourly and a total of 
6,800,000 Oxford units to 1 suppository 4-hourly 
and a total of 1,700,000 units, depending on the 
severity and extent of the infection. The clinical 
results parallel those obtained with intramuscular 
penicillin, the infection subsiding within a few days. 
Penicillin levels in serum were not determined, but 
the authors state that their observations and the 
literature on the subject suggest that penicillin given 
by the vagina should produce approximately the 
same concentration as a similar dose given by 
mouth. Toxic manifestations are negligible. The 
authors refer to another series of 100 patients given 
intravaginal penicillin for local conditions in doses 
of up to 500,000 units 3-hourly; in this series the 
only toxic manifestation was some burning vaginal 
pain in 3 cases which ceased immediately on dis- 
continuing the drug. T. J. Evans 


317. Observations on Vaginal Absorption of Peni- 
cillin. 

By S. ABEL, C. J. FARMER, and J. Doucette. 
Amer. J]. Obstet. Gynec., 55, 461-468, Mar. 1948. 
1 fig., 4 refs. : 

Conflicting statements have been made on the 
absorption of penicillin from the vagina. In this 


survey the penicillin was applied vaginally in 
cocoa-butter pessaries containing 100,000 or 
200,000 units and 39 patients were studied. Of 
these 15 had vaginitis, 5 had no vaginal pathological 
lesions, and 19 were nurses who had volunteered 
to act as controls. The evidence showed that the 
absorption of penicillin is possible from the vagina, 
but that the degree of absorption is very variable 
and impossible to predict. Absorption is greater in 
cases of vaginitis than if the mucosa is normal. 
The authors conclude, therefore, that the vaginal 
route as a routine method of administering peni- 
cillin to women is not rational, but that its use in 
cases of vaginitis is valuable. Kenneth Bowes 


318. Treatment of Pelvic Abscesses by Local Injec- 
tion of Penicillin. (Traitement des abcés du petit 
bassin par les injections locales de pénicilline.) 

By D. Stucxt. Schweiz. med. Wschr., 78, 790- 
795, Aug. 14, 1948. 4 figs., 6 refs. 


319. Treatment of Chronic Bartholinitis. (A propos 
du traitement des bartholinites chroniques. ) 

By M. Gauperroy. C. R. Soc. frang. Gynéc., 
18, 129-135, May-Sept. 1948. 4 figs., 2 refs. 


320. Diagnosis of Primary Syphilis of the Cervix. 
(Zur Diagnose des luischen Primiraffekts an der 
Portio.) 

By H. Dieter. Geburtsh. u. Frauenheilk., 8, 
584-588, Aug. 1948. 


321. Relations Between Cancer and Tuberculosis. 
Cancer and Tuberculosis of the Uterus. (Sui rapporti 
tra cancro e tubercolosi, Cancro e tuberculosi dell’ 
utero.) 

By P. AtrFieri. Riv. ostet. Ginec., 3, 182-196, 
May-June 1948. 4 figs., 46 refs. 

322. Stages in the Diagnosis of a Widespread Tuber- 
culosis of the Uterus and Adnexa. (Les étapes du 
diagnostic d’une tuberculose étendue de |’utérus et des 
annexes. ) 

By L. Gioannt. Rev. frang. Gynéc., 43, 313-316, 
Oct. 1948. 4 figs. 

323. Salpingitis Isthmica Nodosa of Chiari. (Sal- 
pingite istmica nodosa de Chiari.) 

By A. Curari. Rev. Ginec. Obstet., 2, 548-552, 
Sept. 1948. 4 refs. 

324. The Characteristics in Hysterosalpingograms in 
Tuberculous Salpingitis and Endometritis. 

By K. C. Sun. Amer. J. Obstet. Gynec., 55, 
953-960, June 1948. 10 figs., 30 refs. 

The author analyzes 27 published radiographs 
taken in cases of tuberculous infection of the uterus 
and Fallopian tubes. He find? three constant 
features: (1) the shadows show defective non- 
homogenous filling by the contrast medium; (2) 
the Fallopian tubes appear like thin stiff wire with 
irregular sacculations towards the fimbriae; (3) 
there is no free contrast medium in the peritoneal 
cavity. 
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The author describes 6 cases out of a total of 
138 in which hysteros 'pingograms were recorded. 
The 11th day of the cycle was chosen for the test 
and “‘ lipiodol ’’ was used. It is not stated whether 
a general anaesthetic was given or not. During 
filling there were no contractions of the Fallopian 
tubes and the filling was slow. The contours 
appeared beaded and no material was seen in the 
peritoneal cavity. The differential diagnosis is 
discussed, and it is concluded that it is not possible 
with certainty to diagnose tuberculous salpingitis 
and endometritis by radiographs alone. 

B. Sandler 


325. Bilateral Suppurative Salpingitis due to 
Pseudomonas pyocyanea fluorescens giving rise to an 
Acute Peritonitis. (Salpingite bilaterale purulenta da 
pyocyaneum fluorescens liquefans che da’ una peri- 
tonite acuta.) 

By A. Fornero. Monit. ostet.-ginec., 19, 237- 
241, July-Aug. 1948. 


326. X-ray Treatment of Haemorrhagic Metritis. 
(Traitement radioroentgenthérapique des métrites 
hemorragiques. ) 

By M. Ponzio. Sem. Hép. Paris, 24, 2638-2641, 
Nov. 2, 1948. 


New Growth of the Reproductive Organs. 

327. Early Diagnosis of Carcinoma of the Female 
Genitalia. (Friih diagnostizierte Karzinome am Weib- 
lichen Genitale.) 

By H. Devet. Schweiz. med. Wschr., 78, 713- 
715, July 24, 1948. 5 figs., 18 refs. 


328. Evaluation of Papanicolaou’s Method of Cancer 
Diagnosis. 

By J. B. Wires and C. A. HELLwic. Amer, J. 
clin. Path., 18, 283-292, Apr. 1948. 12 figs., 14 refs. 

Papanicolaou claims to be able to diagnose cancer 
with considerable accuracy by examination of thin 
smears of material aspirated from the posterior 
fornix of the vagina. He uses a special trichrome 
stain, but the authors found a simple haematoxylin 
and eosin stain to be equally satisfactory. They 
consider the nuclear changes described by Papani- 
colaou to be the most reliable criteria of cancer 
in these preparations, but they doubt whether 
single cancer cells can be recognized with certainty 
in smears. 

By examination of histological material they were 
able to verify their interpretation of smears from 
70 patients. The smears from 44 were negative, 
but 2 of these patients were later proved to have 
endometrial carcinoma, and 1 had a carcinoma of 
the cervix. Smears from 23 patients were positive, 
but 2 of these patients were considered after curet- 
tage, biopsy, and follow-up examination to be free 

om malignant disease. The smears from the 
Tfemaining 3 patients were termed suspicious, but 
in 2 the ‘‘ anatomic and clinical findings ’’ did not 
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suggest cancer. The ‘“‘ false-negative’’ rate was 
thus 7 per cent, and the ‘“‘ false-positive ’’ rate 16 
per cent, if suspicious smears were included in this 
category. The false-positive results were due to the 
impossibility of distinguishing in smears between 
cell changes due to malignancy, irradiation, and 
chronic inflammation. The authors conclude that 
‘* Papanicolaou’s method has a definite, but 
limited, usefulness wherever biopsy or curettage is 
not feasible ’’, but is particularly liable to fail in 
cases of endometrial carcinoma. Martin Hynes 


329. An Evaluation of the Vaginal Smear Method 
for the Diagnosis of Uterine Cancer. 

By L. C. ScHerrey, A. E. Rakorr, and J. 
HorrMan. Amer. J]. Obstet. Gynec., 55, 453-460, 
Mar. 1948. 9 refs. 

This paper is a contribution to the growing 
literature on the use of Papanicolaou’s method of 
studying the cytology of the genital tract in women; 
500 consecutive cases were examined by a uniform 
technique and by the same observers (pathologist 
and cytologist). The results are given in detail with 
comments. [The latter are of interest, the authors 
pointing out that the degree oi accuracy of the 
method was higher in the ‘‘ negative’’ or non- 
cancer cases. As these form the bulk of most series 
published the result tends to mask the higher rate 
of error in the diagnosis of cancerous or ‘‘ positive ’’ 
cases. This is a valuable observation. | The import- 
ance of a uniform technique is stressed; variations 
may occur because of differing methods of collec- 
tion, the number of smears examined, and the 
personal factor. In this series correct correlation 
was obtained in 94.8 per cent of the 500 cases. The 
remainder consisted of 7 false positive and 19 false 
negative results. In 44 of 63 patients with cancer 
the diagnosis was correct (70 per cent). Of 57 cases 
of carcinoma of the cervix 17 were not diagnosed 
(28.8 per cent), and of 6 cases of carcinoma of the 
uterine body 2 were not recognized. 

Kenneth Bowes 


330. The Use of the Vaginal Smear in a Gynecologic 
Service. 

By L. L. Mackenzie, B. B. WetcHter, J. C. 
DuBots, and T. NeusTaEDTER. Amer. J. Obstet. 
Gynec., 55, 821-830, May 1948. to figs., 12 res. 

The authors present the results of 7 years’ 
experience with vaginal smear technique at the New 
York Post-Graduate Medical School and Hospital. 
Several thousand smears were examined. It is 
stressed that this examination is only comple- 
mentary to the well-established diagnostic methods. 
A knowledge of normal vaginal cytology is 
essential, and this fact, combined with the lack 
of a quick reliable office technique for staining, 
prevents a more general use of the method, The 
main group of patients studied had endocrine or 
malignant conditions. In the latter especially 
negative results are as important as positive ones. 
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In endocrine disorders the smear is very useful. 
In 76 menopausal patients studied there was no 
characteristic menopausal smear. Smears were 
classified as crowded or atrophic (after Papanico- 
laou). In 55 women the menopause was physio- 
logical and in 21 surgical. In 80 per cent of both 
types the smear agreed with the clinical diagnosis. 
The crowded type of smear predominates in both, 
but the atrophic is 10 per cent more common in 
surgical menopause. Oestrogenic therapy often 
converted the atrophic to the crowded type before 
cornification was seen, but the reverse process never 
occurred. Atrophic smears became increasingly 
common after the menopause had lasted 18 months. 
Finally there was a lag of from 1 week to 8 weeks 
before the smear reflected the change in the 
patient’s symptoms due to starting or stopping 
treatment. In primary or secondary amenorrhoea 
a differential diagnosis from the menopause was 
possible in 66.6 per cent of cases. All varieties of 
smear from atrophic to normal were seen. This 
is important prognostically because it was shown 
that if the smear was markedly atrophic no type of 
treatment for amenorrhoea was likely to help. In 
go per cent of cases the smear correctly indicated 
ovulation as confirmed by endometrial biopsy. 

In the group with malignant conditions 112 
women were studied. The smear diagnosis was 
correct in 89 per cent, based on a positive histo- 
logical diagnosis. The smear diagnosis was made 
before the histological one and it is therefore 
valuable. It was observed that in a few cases in 
which the smear was “‘ borderline ’’ leucoplakia 
and squamous metaplasia subsequently developed. 
The authors urge that every effort be made to estab- 
lish a criterion of pre-malignant changes in smears. 


B. G. Spiers 


331. Use of the Vaginal Smear as a Screening Test. 

By H. L. Lomsarp, M. MIDDLETON, S. WARREN, 
and O. Gates. New Engl. J. Med., 239, 317-321, 
Aug. 26, 1948. 9 refs. 


332. Primary Melanoma of the Vagina, with a Re- 
view of the Literature. 

By R. A. Mino, W. H. Mino, and R. G. Livinc- 
STONE. Amer. J]. Obstet. Gynec., 56, 325-334, Aug. 
1948. 5 figs., 29 refs. 


333. Benign Trophoblastic Cell Proliferation. 

By C. G, TepescHr and A. A. MATARESE. Amer. 
J. Obstet. Gynec., 55, 758-767, May 1948. 4 figs., 
17 refs. 

Two cases are described in which curettage was 
performed after early abortion. Microscopically, 
the tissue removed had many striking resemblances 
to chorionic carcinoma. On account of the finding 
of atypical cells, conservative treatment was 
adopted and both patients remained well. Diag- 
noses of syncytial endometritis and syncytioma 
were made in the two cases respectively. Detailed 


microscopical findings are described, and the 
authors suggest a method for deciding whether a 
mole is benign or malignant. 

Braithwaite Rickford 


334. Large Pseudocysts of the Uterus. (Grosse 
Pseudozyste des Uterus.) 

By J. Retmann. Z. Geburtsh. Gynik., 129, 306- 
309, 1948. 14 refs. 

335. Radiation Injuries of the Intestines. 

By C. W. Hock, J. Ropricugs, A. Hamann, 
and W. L. Parmer. Amer. J. Med., 4, 511-524, 
Apr. 1948. 9 figs., 17 re‘s. 

The authors review the course, symptomatology, 
pathology, and prognosis in cases of intestinal 
damage after irradiation of cancer of the female 
genitalia, and analyzed in detail 19 severe reactions 
occurring in a series of 344 patients treated for 
cancer, Of 170 patients with cancer of the cervix, 
9.4 per cent developed severe bowel reactions, as 
did 2.9 per cent of ror with corporeal growths. 
Treatment of carcinoma of the ovary, vagina, and 
vulva was not followed by intestinal injury. Six 
of the 19 patients died, death at least being 
accelerated by the radiation effects. One other 
committed suicide. 

Some degree of reaction occurs in one-half to 
two-thirds of the cases treated by combined radium 
and X-ray therapy, the necessary lethal dose for 
the cancer being sufficient to produce at least a 
mild reaction. It is doubtful whether a dose 
adequate for cancer can be given without some- 
times producing severe bowel effects, but a high 
intensity of irradiation, overlapping of areas in- 
tensely irradiated by radium and X rays, faulty 
placing of radium, falling of the uterine radium 
into the vagina, retroversion of the uterus, and 
adhesions from old pelvic sepsis contribute to the 
frank overdosage, which is the most important 
causal factor. Symptoms of early reaction are a 
burning sensation in the pelvis, frequency of mic- 
turition and defaecation, and diarrhoea, clearing 
up in about 2 weeks. In late cases there may be 
symptoms of incomplete intestinal obstruction and 
rectal haemorrhage, diarrhoea, tenesmus, and 
severe pain, with marked deterioration in the 
general condition. In the earlier and more acute 
phase there is diffuse hyperaemia of the rectal wall, 
which bleeds readily on touch, with occasional 
ulceration. In the late reactions fibrous stricture, 
necrotic ulceration, telangiectasis and atrophy, and 
perirectal fibrosis are observed. Fistulae may form. 
Differential diagnosis between malignancy and 
radiation injury may only finally be made by 
improvement in general health after treatment of 
after resection of the damaged tissues. Biopsy 8 
hazardous on account of the risk of frank necrosis 
and fistula formation. 

The best treatment is prophylaxis by care‘ul 
planning and execution of irradiation treatment. 
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Rest in bed, rectal lavage or instillation of bland 
oil, maintenance of general health, colostomy for 
obstruction, and resection of damaged tissue may 
be called for when the condition is established. 
[Todd classified pelvic irradiation reactions 
according to their site, calling the purely rectal 
ones ‘‘intrinsic’’, and perirectal and general 
pelvic fibrosis ‘‘ extrinsic ’’. The former he thought 
to be due to direct local overdosage from either 
the uterine or vaginal radium, the latter to post- 
irradiation interference with the blood supply 
higher in the pelvis. Dose levels advisable for the 
treatment of cervical cancer at 50 years of age may 
cause quite severe “‘ intrinsic ’’ (and occasionally 
‘extrinsic,’’) reactions at 70 years. The high 
incidence of rectal reaction after combined X-ray 
and y-ray irradiation emphasizes the danger of 
independent administration of the two forms of 
therapy without planning of the whole treatment. 
Operative procedures within the actual field of 
reaction often fail owing to the inability of the 
sclerosed tissues to heal, but fibrous rings soften 
and fistulae are said to close spontaneously after 
some months, particularly if local irritation is re- 
moved by colostomy. The differential diagnosis of 
radiation reaction is important, for such rectal 
lesions have been irradiated as rectal cancers, and 
perirectal fibrosis has been subjected to “‘ pallia- 
tive’’ X-ray therapy because of a mistaken diag- 
nosis of advancing neoplasm, with unfortunate 
results for the patient. John R. Nuttall 


336. Technique of X-ray Therapy in Uterine 
Cancer. (Zur strahlentherapeutischen Methodik bei 
Gebarmutterkrebsen. ) 

By R. pu MESNIL DE RocHEMont. Geburtsh, u. 
Frauenheilk., 8, 634-647, Sept. 1948. 11 figs. 


337. The Royal Prince Alfred Hospital Cancer of the 
Uterus Follow-up. 

By H. H. Scuiinxk, C. L. CHapman, and F. N. 
CHENHALL. Med. J. Aust., 2, 317-318, Sept. 18, 
1948. 


338. Colposcopic Early Diagnosis of Carcinoma of 
the Cervix. (Zur kolposkopischen Friihdiagnose des 
Portio-Karzinoms. ) 

By O. Gunr. Geburtsh. u. Frauenheilk., 8, 537-- 
548, July, 1948. 3 figs., 22 refs. 


339. Preinvasive and Invasive Carcinoma of Cervix 
Uteri. Pathogenesis, Detection, Differential Diag- 
nosis, and the Pathologic Basis for Management. 

By E. R. Punp, J. B. Netries, J. D. CALDWELL, 
and H. E. NrepurGc. Amer, J. Obstet. Gynec., 55, 
831-837, May 1948. 4 figs., 19 refs. 

A pre-invasive carcinoma is one confined to the 
natural surfaces with no penetration of underlying 
stroma. The authors urge that these lesions should 
be called precancerous because if untreated they all 
become invasive whereas a precancerous lesion is 
not always followed by cancer. Cytological criteria 
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for diagnosis of pre-invasive cancer are given. These 
pre-invasive cancers may extend into cervical 
glands, but not into the stroma. If the stroma is 
penetrated the cancer is invasive. Cervical 
squamous-cell cancers usually begin in the cervical 
canal near the external os, where squamous and 
columnar epithelia join. 

The authors recognize 3 stages in cervical cancer : 
(1) pre-invasive; (2) covert invasive; (3) overt car- 
cinoma. In 1,200 surgically removed cervices there 
were 3.9 per cent pre-invasive cancers. The average 
age of the patients was 36.6 years. In addition, 
in 66 cases pre-invasive cancer was diagnosed from 
biopsy. The average age of the latter patients was 
40.8 years. It is stressed that in a biopsy a small 
focus may be missed. Pre-invasive cancer is asymp- 
tomatic and in none of the 1,200 surgically removed 
cervices was cancer suspected. The biopsies were 
carried out in suspected cases, that is, in patients 
with symptoms. Covert invasive cancer is not 
visible on vaginal examination; 19 such patients 
were studied, of average age 44.2 years. Signifi- 
cantly, parts of these tumours were in the pre- 
invasive stage. The latent period from pre-invasion 
to invasion may therefore be 6.5 years. Overt 
cancer, visible on vaginal examination, was present 
in 100 patients of average age 49 years. The age 
differences in the three groups are striking. 

There are no signs of pre-invasive and early 
invasive cancer and, therefore routine diagnostic 
curettage of the endocervix and biopsy of the 
cervix is urged before subtotal or total hysterec- 
tomy. The biopsy must include the squamo- 
columnar junction. Careful examination is required 
to determine the presence or absence of invasion. 
Proved pre-invasive cancers are treated by total 
hysterectomy, with preservation of the ovaries in 
the young. [It is presumed that this means in 
patients under 40.] Less radical procedures are 
condemned. All other cases are treated by radium 
in this clinic (University of Georgia). If invasion 
is found on abdominal operation, castration only 
is recommended, the uterus being later treated by 
radium. B. G. Spiers 


340. The Treatment of Cervix Carcinoma with 
Radium and 800 Kilovolt X-ray. 

By H. E. Scumitz. Amer, J. Obstet. Gynec., 
55, 262-272, Feb. 1948. 2 figs., 15 refs. 

The results of treatment of 166 cases of primary 
carcinoma of the cervix are reviewed. Radium was 
applied as one 50-mg. tube in the cervical canal 
for 30 hours at 7-day intervals until 4,500 mg. hours 
had been given. Throughout this time the pelvis was 
irradiated from an 800 kV apparatus, the dosage 
and ports being calculated from a carefully worked 
out scheme. [Details are given. | 

The percentage of ‘‘ good end results ’’ after 5 
years was 43.37 and the figure after 10 years for 
69 patients was 28.98 per cent. 

Braithwaite Rickford 
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341. The Role of Transvaginal Roentgentherapy in 
the Treatment of Carcinoma of the Cervix. 

By J. A. Det Recato. Surg. Gynec. Obstet., 86, 
480-486, Apr. 1948. 8 figs., 26 refs. 

Extensive irradiation is the main single factor, 
in the author’s view, in the treatment of the 
majority of cases of carcinoma of the cervix. After 
the diminution of secondary infection and inflam- 
mation, and diminishing dimensions of the tumour 
following this, the internal phase of the treatment 
achieves the destruction of the remains of the 
tumour. In the present series, transvaginal low 
voltage X-ray therapy has been used in place of 
radium for this internal phase. 

The combination of external and transvaginal X- 
irradiation results in more homogeneous irradiation 
of the cervix and adjacent structures, and therefore 
a lesser volume-dose is necessary to sterilize a 
carcinoma limited to these areas; this results in a 
widening of the margin of safety between the 
necessary destruction of the tumour and the 
untoward injury of normal structures. 

In the treatment of carcinoma arising in a cervical 
stump, transvaginal X-ray therapy becomes the 
treatment of choice in view of the difficulty of 
inserting intrauterine radium in such cases. Trans- 
vaginal X-irradiation is commenced immediately 
after a 6 weeks’ course of external pelvic radiation; 
4,000 r is given in 11 days at 110 kV with a 25 cm. 
target-cervix distance—this total dose may be 
varied, depending on the calculated effectiveness 
of the external radiation. A special vaginal 
speculum is described which prevents irradiation of 
the introitus but allows the expansion of the beam 
of radiation to a circle 6 cm. in diameter at the 
level of the cervix. Metal aprons are fitted to this 
speculum to protect the bladder and rectum. The 
patient is treated in the lithotomy position with 
extra tilt to allow the intestines to fall out of the 
pelvis. Where the lesion is confined to the cervix 
no external irradiation is employed and the dose 
per vaginam is increased. In 2 to 3 weeks following 
this the upper half of vaginal mucosa becomes 
tender and is covered with a diphtheroid false 
membrane, and heals rapidly under daily slightly 
acid douches. The infectious complications due to 
radium therapy are avoided. In 2 cases there was 
superficial necrosis of the vaginal vault which 
healed rapidly. 

About 15 per cent of patients had blood in the 
stools after treatment; a few showed symptoms of 
moderate bowel obstruction which cleared up with 
the prolonged administration of ‘‘ sulphasuxidine ’’; 
I required permanent colostomy for a marked rectal 
stricture. Bladder complications were rare. Of 12 
cases with invasion of the bladder or rectum, only 
1 developed a fistula and these good results are 
attributed to the more homogeneous irradiation 


‘and the slow and uniform atresia of the upper 


vagina following transvaginal low voltage X-ray 
therapy. Ralston Paterson 


342. Five Year End-results of Irradiation Therapy 
of the Cervix Uteri at the Memorial Hospital. 

By E. W. MunneELt and A. BRUNSCHWIG. Surg, 
Gynec. Obstet., 87, 343-348, Sept. 1948. 3 refs. 


343. Unilateral Edema Complicating Radium 
Therapy of Carcinoma of the Cervix. A Case Report. 

By W. Goux. Radiology, 51, 241-244, Aug. 
1948. 1 fig., 11 refs. 


344. Symposium on Causes of Failure of Treatment 
in Stage I of Carcinoma of the Cervix. (Etude des 
causes d’échecs dans le traitement des épithéliomas du 
col utérin au stade I.) P 

Bull, Ass. frang. Cancer, 35, 130-192, 1948. 4 
figs., bibliography. 


345. Causes of Failure in the Treatment of Stage I 
Carcinoma of the Cervix. (Les causes d’échec dans le 
traitement du cancer du col au stade I.) 

By P. Santy, M. Darcent, and L. EIcnotz. 
Bull. Ass. frang. Cancer, 35, 291-305, 1948. 1 fig. 


346. The Treatment of Carcinoma of the Cervix. 
By R. A. KimprouGu and C, W. MUcCKLE. Amer, 
J. Obstet. Gynec., 56, 687-693, Oct. 1948. 5 refs. 


347. An Attempt at a Clinico-pathological Classifica- 
tion of Ovarian Tumours. (Intento de clasificacién 
anatomoclinica de tumores del ovario.) 

By G. ZENTENO. Ginec. Obstet. MEéx., 3, 229- 
248, July-Aug. 1948. 12 figs., 13 refs. 


348. Incidence of Ovarian Metastases from Carci- 
noma of the Breast. (La fréquence des métastases 
ovariennes des cancers du sein.) 

By A. Sicarp. Presse méd., 56, 606, Sept. 4, 
1948. 


349. Dysgerminoma in Childhood: Histology and 
Histogenesis. (Kindliches Disgerminom, Histologie 
und Histogenese. ) 

By K. Niepner. Zbl. Gynik., 69, 1206-1219, 
1947. 7 figs., 36 refs. ; 

The histological findings in a case of dysgermi- 
noma removed froma girl aged 5 years are described 
in great detail, because the author believes that the 
histological findings suggest that it is of mesen- 
chymal origin and not epithelial as generally 
believed. A detailed review of the current views 
on histogenesis is given. By staining histological 
sections with ‘‘ azan’’ the author demonstrated 
two types of cells, the generally described large 
round cells with a small nucleus and smaller cells of 
polygonal shape and staining deeply. The latter 
are intimately connected with, collagen fibres, 
which spread throughout the parenchyma of the 
tumour. The cell reticulum is regarded as the 
infiltrating and growing part of the tumour; the 
large cells mentioned above may be derived from 
the smaller cells. The author believes that his 
findings of mesenchymal characteristics supports 
Fischel’s theory that the dysontogenic ovarian 
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tumours are derived from differentiated mesen- 
chymal cell-rests in the gonad. W. P. Hirsch 


350. Fertility and Dysgerminoma Ovarii. 
By T. L. Bart and C. T. Javert. J. clin. Endo- 
crinol., 8, 694-698, Aug. 1948. 2 figs., 8 refs. 


351. A Report of Eighty Cases of Benign Solid 
Tumors of the Ovary with Special Reference to Com- 
plications. 

By J. A. Fino. Amer. J. Obstet. Gynec., 56, 
08-810, Oct. 1948. 


352. Ovarian Thecoma. Case Reports with Contrast- 
jng Symptomatology. 

By C. L. Patron and R. J. Patton. Illinois med. 
J]., 94, 184-188, Sept. 1948. 23 refs. 


353. Early Puberty Due to an Ovarian Granulosa- 
cell Tumor. (Pubertad precoz por tumor ovdrico de 
células de la granulosa.) 

By L. PavON SARRELANGUE. Ginec. Obstet. Méx., 
3, 203-206, May-June 1948. 3 figs., 6 refs. 


354. A Brenner Tumour with Prevalence of Muci- 
parous and Granulosa-Like Elements. (Tumore di 
brenner con prevalenza di elementi mucipari e 
granulosasimili.) 

By L. GaGiiarpI. Riv. ital. Ginec., 31, 317-332, 
1948. 11 figs., bibliography. 


355. Extension of Meigs’s Syndrome. (Ascites and 
Struma Ovarii.) (Extension du syndrome de Meigs. 
Ascite intarissable et tumeur thyroidienne bénigne de 
Yovaire (Goitre ovarien) .) 

By R. CacHera and F. Darnis. Sem. Hop. 
Paris, 24, 961-967, Apr. 14, 1948. 2 figs., 26 refs. 

A woman of 55, 6 months after the menopause, 
had peripheral vascular instability, vomiting, and 
slight fever; 2 weeks later a gross ascites and 
oedema of the lower limbs had developed. There 
was some evidence of impaired liver function, but 
a completely negative gynaecological examination. 
Medical treatment was instituted in the form of 
injections of liver extract, the oedema and ascites 


. decreased, and there was at first general improve- 


ment. Soon, however, a relapse occurred, oedema 
and ascites increased again rapidly, and oliguria 
set in. Liver function was now normal. A neoplasm 
was now assumed to be the causative factor. 
Repeated abdominal paracenteses became neces- 
sary, but no abnormality of alimentary nor genital 
tract could be found. The aspirated fluid had the 
characteristics of a transudate, and in 18 months 
a total of 80 litres was withdrawn. 

Two years after the first visit, the patient was 
cachetic and a small tumour of the left ovary could 
be felt vaginally for the first time. At operation 
the tumour appeared benign and the peritoneum 
was normal. The patient was discharged fit in 10 
days, and has remained well for 1 year. 

The authors review the previous literature on 
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Meigs’s syndrome, and stress that it occurs in 
females of 40 to 60 years, pleural effusion is often 
the first sign, the ascites is often latent, the size 
of the tumour mass is variable, but it usually 
remains in the pelvis, removal of the tumour 
produces cure, and the syndrome becomes obvious 
as the disease progresses, the main feature being 
the intractibility of the effusions. They feel that 
this, in association with the abundance of the 
effusions, is an important pointer in early diagnosis. 
They discuss the nature of the tumour, which in. 
their case was a struma ovarii, and stress its 
benignity in all recorded cases except one, in which 
the tumour was a cystadenocarcinoma, removal of 
which resulted in cure. The pathogenesis may be 
by mechanical irritation of the peritoneum, or an 
abnormality of cubical epithelium giving rise to 
a secretion. Neither of these explains the presence 
of hydrothorax, though a persistent communication 
has been suggested to account for it. The hypothesis 
of communication by the _ transdiaphragmatic 
lymphatics has been supported experimentally. The 
authors, however, favour a general cause for these 
phenomena. They stress the glandular nature of 
the organ involved, and feel that a further know- 
ledge of the endocrines may provide the clue. 
Exact diagnosis ‘s vital, since surgery alone is 
curative. The main differential diagnosis is from 
a cancerous ascites; here the presence or absence 
of cancer cells is helpful. All cases of ovarian 
tumour complicated by serous effusions should be 
subjected to early operation, especially if no cancer 
cells are present; in these cases the presence of 
fluid in the serous sacs should never be considered 
as a contra-indication to operation. 
Morag L. Insley 


356. Benign Pelvic Tumors with Ascites and Hydro- 
thorax. Meigs’ Syndrome. 

By W. E. Wootrrince and P. O. HAGEMANN. 
Amer. J. Med., 5, 237-244, Aug. 1948. 3 figs., 31 
refs. 


357. Meigs’ Syndrome. 
By I. F. Stein and R. Etson. Dis. Chest, 14, 
722-731, Sept.—Oct. 1948. 2 figs., 14 refs. 


358. The Association of Estrogenic Administration 
and Adenocarcinoma of the Endometrium. 

By E. M. Stokes. West. J. Surg. Obstet. Gynec., 
56, 494-496, Sept. 1948. 2 figs., 28 refs. 


359. Histochemical Studies on Abnormal Growth 
of Human Endometrium. I. Alkaline Phosphatase in 
Hyperplasia and Adenocarcinoma. 

By W. B. Atkinson. Cancer, 1, 248-251, July 
1948. 4 figs., 3 refs. 


360. The Treatment of Pelvic Endometriosis. 

By H. E. Scumirz and J. E. Towne. Amer. J. 
Obstet. Gynec., 55, 583-590, Apr. 1948. 24 re‘s. 

A review has been made of 130 cases of pelvic 
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endometriosis treated with a view to preserving 
ovarian function and permitting childbearing. 
Adenomyoma and adenomyosis were excluded from 
this study. Although some cases were treated by 
as many as three methods, the cases grouped them- 
selves as shown in the table below. 


Pelvic Endometriosis, 1941 to 1946 


Hormone group 18 13.9% 
Untreated 25 19.3% 
Inconclusive 19 14.6% 

Total 130 100.0% 


A follow-up survey of from 1 to 4 years has been 
undertaken in all cases except those classified as 
inconclusive. The average age of the patients under 
consideration was 32 years. The average age of 
those treated by radical surgery, that is, by removal 
of all ovarian tissue, was 35 years. The results of 
treatment are given in the second table. 


Endometriosis Cases Treated by Surgery 


| Com- 


| plete | Relief | No Per 
‘ | Relief | Partial | Relief | Total | cent 
Radical surgery |) 10 17.6 
Conservative surgery 25 12 10 47 82.4 
Secondary surgery .. 0 1 3 4* 7.0 
Secondary _irradiatio} 0 il 7 18 31,5 
Pregnancies .. 9 2) — 23.6 

al (1 after 

| babies} X-ray) 

| (1 before 

\ X-ray) 


* One patient died after closure ot colostomy 


The authors consider that patients with rectal 
involvement do not require surgical resection as 
castrating doses of X rays are sufficient. An 
incidence of pregnancy of 23.6 per cent justifies 
conservative treatment. In 12 patients menstrua- 
tion was temporarily suppressed for from 3 to 8 
months, and they have all remained free of dis- 
comfort with the return of the menses; 2 of these 
conceived and delivered 3 infants. Male hormone 
therapy may be of value in very young women with 
minimal disease and symptoms. 

G. Gordon Lennon 


361. A Case of Intussusception Caused by Endo- 
metriosis of Ileum. 

By K. Cunnincuao and K. V. Situ. Brit. J. 
Surg., 36, 50-51, July 1948. 2 figs., 6 refs. 

362. Endometriosis of the Uterine Cornua Discovered 
by ‘‘ Lipiodol Examination. (Endometriose des 
cornes utérines décélée par examen au lipiodol.) 

By P. Mocguor and E. HERver. Rev. frang. 
Gynéc., 43, 253-258, July-Sept. 1948. 2 figs., 6 refs. 

363. Endometriosis of the Umbilicus. (Przypadek 
endometriosis pepka.) 

By E. Kowatski. Przeg. Lek., 4, 320-323, May 
I, 1948. 3 refs. 


364. Hydrops Tubae Profluens and its Significance 
in the Recognition of Primary Tubal Carcinoma, 
(Uber das Symptom des Hydrops tubae profluens und 
seine Bedeutung fiir die Erkennung des _primiren 
Tubenkarzinoms. ) 

By G. BessERER. Geburtsh. u. Frauenheilk., 8, 
610-618, Aug. 1948. 1 fig., 10 refs. 


365. Primary Carcinoma of the Fallopian Tube. 
Personal Observations; Clinical and Pathological 
Study. (II carcinoma primitivo della salpinge uterine, 
Contributo personale e studio clinico ed anatomo- 
pathologico.) 

By G. VALLE. Ginecologia, Torino, 14, 383-424, 
Sept. 1948. 4 figs., bibliography. 


366. Tumours of the Round Ligament of the Uterus, 
(A propos des tumeurs du ligament rond de l’utérus.) 

By P. Gurponi and G. OLIver. Rev. frang 
_ 43, 269-273, July-Sept. 1948. 5 figs., 23 
refs. 


Operations. 


367. Experience with Intravenous Thiopentone 
Anaesthesia in Gynaecology (with Special Reference 
to the Falling Concentration Method). (Erfahrungen 
mit der iv. Pentothalnarkose in der Gyniikologie. 
(Unter besonderer Beriicksichtigung des Verfahrens 
mit fallender Konzentrations) .) 

By E. Gitscu. Klin. Med., Wien., 3, 853-857, 
Nov. 1, 1948. 8 refs. 


368. Epidural Analgesia in Gynaecology (Technique 
and Experiences). (Die Periduralanisthesie in der 
Gynikologie (Technik und Erfahrungen) .) 

By G. ScHmipt. Geburtsh. u. Frauenheilk., 8, 
549-563, July 1948. 1 fig. 


369. Continuous Spinal Anesthesia in Gynecology. 
By C. Nucci and I. A. SHank. Pennsylvania 
med. J., 51, 1219-1228, Aug. 1948. 5 figs., 18 refs. 


370. Caudal Analgesia in 170 Obstetric and Gynae- 
cological Operations. (Anestesia caudal en 170 inter- 
venciones obstetricas y ginecologicas. ) 

By J. Capt. Bol. Soc. chil. Obstet. Ginec., 13, 
103-115, June 1948. 15 refs. 


371. Technique of Radical Excision of the Vagina. 
(Zur Technik der erweiterten vaginalen Totalexstir- 
pation.) 

By L. Kraut. Zbl. Gynik., 69, 1179-1184, 1947- 
2 refs. 

The author discusses the occurrence of ureteric 
fistulae after radical vaginal or agdominal hysterec- 
tomies for carcinoma of the cervix and concludes 
that they are caused by depletion of blood-supply, 
rather than by mechanical damage during opera- 
tion. He quotes Knaus as stating that fistulae 
formed in 10 per cent of Latzko’s cases because 
of the radical nature of the operation he performed. 
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The author performs his type of vaginal operation 
on carcinoma of the cervix in stage I or II and the 
abdominal operation in stages II-III or III. He 
maintains that it is not necessary to remove the 
whole of the parametrium in the early cases, and he 
therefore does not dissect out the ureter in these 
cases. If, however, the growth has extended farther 
out towards the pelvic wall, he isolates the ureters. 
The only difference from the accepted technique 
appears to be that Mackenrodt’s ligaments are put 
on the stretch; this is said to bring the ureters into 
view. The uterine vessels are under-run with silk 
where they cross the ureter on the medial side 
of the latter and dissected towards the uterus. 
Only if macroscopic infiltration is noted does the 
author dissect the ureters free, and he claims that 
dissection is made easier by the stretching of 
Mackenrodt’s ligaments and the early ligation of 
the uterine vessels. [The author pleads that it is 
difficult to describe an operation and it is certainly 
hard to follow the steps from the article.] All his 
patients are given post-operative X-ray therapy. He 
has performed 145 vaginal hysterectomies with a 
primary mortality of 2 per cent. The 5-year cure 
rate for 31 cases so far is 84 per cent. 

[The aim of the publication appears to be to make 
a plea for conservatism in radical vaginal hysterec- 
tomy for carcinoma of the cervix, in order to avoid 
the complication of ureteric fistulae. The author 
claims that the end-results justify his conservatism 
and that extensive dissections are not necessary. 
Bonney reported involvement of the obturator 
gland in 4o per cent of 800 cases operated upon. 
This gland is never removed during a vaginal 
operation of the type described.] W.P. Hirsch 


372. Further Experiences with Construction of an 
Artificial Vagina with Amnion. (Weitere Erfahrungen 
iber die kiinstliche Scheidenbildung mit Eihduten.) 

By K. Burcer. Zbl. Gyndk., 69, 1153-1158, 
1947. 

The author records his results in 12 cases in 
which an artificial vagina was constructed and lined 
by amniotic membrane. He had previously pub- 
lished 3 cases in 1937 (Zbl. Gynik., 1937, 59, 42). 
He reviews briefly the methods employed for lining 
an artificially made tract with bowel (with a 
mortality of 4 per cent) and with a skin graft, and 
maintains that by the use of amniotic membrane 
any additional operative procedure is avoided and 
equal or better results are obtained. [No mention 
is made of any complications in his series of cases. | 
The vagina was examined 9 months postoperatively 
was found to be lined by an epithelium several 
layers thick and containing glycogen. Déderlein’s 
bacilli were also found in the artificial vagina. The 
author maintains that this epithelium is formed by 
metaplasia from the amniotic membrane (as proved 
by its use in ophthalmology) and not by the spread 
of vulval epithelium as stated by others. There 
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have been no failures in his series of cases; though 
the whole of the membrane did not “‘ take ’’ in all 
cases, epithelium was observed to spread from the 
islands which had adhered to the raw tract. 

The importance of asepsis is stressed. Amniotic 
membrane is used from cases of Caesarean section 
in which the membranes had not ruptured. It is 
important to graft the membrane as soon as it is 
obtained or at the latest as soon as the Caesarean 
section is completed. The amnion is lightly 
stitched to a rubber sponge mould with catgut. 
The sponge absorbs any exudate, is removed after 
6 to 8 days, and is then replaced by a vulcanite 
mould. This is left in situ for months and removed 
for a few hours only on alternate days. The latter 
step is important if contraction is to be avoided. 
The patient is allowed up after 14 days. A contrac- 
tion ring occasionally arises at the level of the 
levatores ani; its development can be prevented 
by timely recognition and stretching. He deprecates 
a prophylactic incision at the time of the operation, 
since it may prejudice the operative result. 

W. P. Hirsch 


373. Vaginal Repair Combined with Vaginal Hyster- 
ectomy. 

By J. E. Harrison. Amer. J. Obstet. Gynec., 
55, 403-415, Mar. 1948. 7 figs., 8 refs. 

After giving a description of the structures which 
make up the pelvic floor and support the pelvic 
organs, the author enumerates the advantages of 
vaginal hysterectomy in the treatment of prolapse. 
Vaginal hysterectomy affords good access to the 
structures which support the vaginal vault. There 
is less risk of damage to the ureters than with 
amputation of the cervix and no danger from a 
future pregnancy. The procedure presents obvious 
advantages over combined operation for prolapse 
with abdominal hysterectomy or with abdominal 
ventrifixation. The chief disadvantages are that it 
is more time-consuming and sometimes leads to 
shortening of the vagina. Both these disadvantages 
can be overcome. The operation is indicated in 
most women with prolapse at or after the meno- 
pause, since the various lesions that occur in meno- 
pausal women can be cured in this way and the 
risk of subsequent carcinoma of the uterus elimi- 
nated. It is contra-indicated in younger women 
whose reproductive life is not complete. The author 
gives an excellent and detailed account of his tech- 
nique for the operation and summarizes his results. 
He concludes that gynaecologists should be 
encouraged to perform this operation. 

Josephine Barnes 


374. Postpartum Dissection and Repair of Pre- 
existing Perineal Relaxation. 

By A. P. Hupeins. /. int. Coll. Surg., 11, 386- 
391, July—Aug. 1948. 6 figs., 7 refs. 
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375. Hysterectomy. A Study Based on 266 Personal 
Operations Performed in 1945 and 1946. 

By L. E. Puaneur. Amer. J. Obstet. Gynec., 
55, 646-652, Apr. 1948. 1 ref. 

The author analyzed 266 cases in which hysterec- 
tomy was performed by himself during the years 
1945 and1946 in order to determine what changes 
had taken place in his practice since 1932, when 
in a series of 554 hysterectomies published by him 
40 per cent were total. 

In this group of 266 patients the age incidence 
varied from 20 to 79 years. The varieties of 
abdominal operation were panhysterectomy 182, 
Wertheim 7, supravaginal 18, fundic 2, Caesarean 
hysterectomy 4; vaginal operations included pan- 
hysterectomy 46, supracervical with interposition 
of the cervical stump 2, composite operation (fundic 
hysterectomy, amputation of cervix, and inter- 
position of the middle portion of the uterus) 5. 
Of 213 abdominal hysterectomies, therefore, 88.7 
per cent were total, and of 53 vaginal hysterec- 
tomies 86.7 per cent were total. There were 3 
deaths, a gross mortality rate of 1.1 per cent. One 
occurred from pulmonary embolism on the 14th day 
after total hysterectomy. Two deaths followed 
supravaginal hysterectomy. In one of these, per- 
formed fora gangrenous submucous uterine myoma, 
the cause of death was sepsis. In the other, per- 
formed for secondary postpartum haemorrhage due 
to a retained portion of necrotic placenta, the ab- 
dominal wound burst ro days later, to be followed 
by death from vaginal haemorrhage in another 4 
days. The author now advocates panhysterectomy 
as a routine, reserving the subtotal operation for 
special cases. The mortality rate of the former with 
present-day pre-operative and postoperative care 
should not be higher than that of the latter. 

Anthony W. Purdie 


376. Flap Method of Subtotal Hysterectomy. [In 
Russian. 

By S. B. Gotuscuin. Akush. Ginek., No. 2, 20- 
24, 1948. 2 figs. 

The author describes a modification of subtotal 
hysterectomy which he has carried out in 6 cases 
of uterine fibroids. The essential feature of the 
operation is that flaps are fashioned anteriorly and 
posteriorly in such a way that in both areas a flap 
composed of peritoneum and the outermost part 
of the myometrium may be united to a flap com- 
posed of endometrium and the innermost layer of 
myometrium. In this way, no bare area of stump 
is left and bleeding is reduced. The stump is then 
buried under the vesical peritoneum. 

S. S. B. Gilder 


377. Simple Operative Technique in Intraliga- 
mentary Tumours—Observations on Peritonization 
after Subtotal and Total Hysterectomy. (Einfaches 
Operationsverfahren bei intraligamentaren Tumoren— 


Bemerkung zur Frage der Peritonisierung nach sub- 
totaler und totaler Hysterektomie.) 

By K. Burcer. Geburtsh. u. Frauenheilk., 8, 
569-575, Aug. 1948. 6 figs. 


378. Hysterectomy—A New Method of Suspending 
the Cervical Stump Following Abdominal Hysterec. 
tomy. 

By L. K. Zimmer. J. Kansas med. Soc., 49, 373- 
374, Sept. 1948. 6 figs. 


379. A New and Extended Radical Operation for 
Carcinoma of the Uterus (Cervix, Fundus). 

By H. Kirscupaum. J. int. Coll. Surg., 11, 485- 
498, Sept.-Oct. 1948. 13 figs. 


380. Treatment of Retroversion and Prolapse of the 
Uterus by Construction of New Ligaments, (Trata- 
mento cirtirgico do retro-desvio e do prolapso do ttero 
(Histeropexia neo-ligamentar) .) 

By P. B. Riperro. An. brasil. Ginec., 12, 253- 
274, Oct. 1947. 19 figs. 

The author favours the use of the Caballero- 
Nicholson operation for retroversion on the grounds 
that it is anatomically sound, permits good uterine 
mobility, does not interfere with the circulation to 
uterus and ovaries, and is free from the risk of 
postoperative complications, recurrence, or inter- 
ference with the progress of pregnancy. A 
Pfannenstiel incision is made, and at the ends of 
this a curved forceps is passed into the abdomen 
under direct vision, and the round ligament picked 
up 4 fingerbreadths from the uterus. It is then 
withdrawn and placed between the rectus muscle 
and its anterior sheath, the same procedure being 
carried out on the opposite side. After the position 
of the uterus has been adjusted by traction on the 
round ligaments, the peritoneum is closed and the 
rectus muscles are brought together with catgut. 
The round ligaments are then sutured to the rectus 
sheath with linen and the remainder of the sheath 
is closed. When the round ligaments are atrophic 
and in some cases of prolapse, including prolapse 
of the cervix and vagina after hysterectomy, the 
author prefers his own operation in which new 
supports are formed from the rectus sheath. 
In cases of retroversion, a Pfannenstiel incision is 
made, and a horizontal strip 8 mm. broad by 8 
to 10 cm. long is separated from the upper edge 
of the aponeurosis, remaining attached laterally 
where it includes some of the oblique muscles. An 
incision is then made into the peritoneum over the 
round ligament near the uterus, and a space 
dissected laterally in the broad ligament. Forceps 
are then passed into this space to perforate the 
fascia transversalis and seize thé end of the fascial 
strip, which is then pulled through towards the 
uterus. The same procedure is carried out on the 
other side. The space is deepened towards the 
uterus, and the fascial strip sutured to the muscle 
of the uterus with linen after adjusting the tension, 
the excess of fascia cut off, and the peritoneal 
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incision closed. As some folding of the anterior 
layer of the broad ligament results from this, this 
js sutured in a V-shaped form to cover over the 
incision on each side. 

In cases of prolapse, a median incision is made 
and the fascial strips are separated vertically on 
each side of the midline, measuring 1 ci. by 8 to 
10 cm. and remaining attached at their lower ends, 
where they broaden slightly and contain the 
pyramidalis muscles. These are later passed 
between the rectus muscles and their anterior 
sheaths. The utero-vesical fold is then incised, the 
bladder pushed down, and dissection carried out 
laterally on both sides between the layers of the 
broad ligament; artery forceps are then passed into 
this space and through the fascia transversalis to 
seize and pull through the ends of the fascial strips. 
After the uterus has been raised up these are then 
sutured to the region of the isthmus with linen, 
their terminal parts running parallel for about 3 cm. 
A cystocele can then be repaired by the suture of 
the bladder fascia to this region with linen, and 
the utero-vescial fold is sutured. The perineum is 
repaired, and it can be seen that on straining the 
uterus is pulled up instead of being pushed down. 
This operation does not interfere with pregnancy 
or labour. The author gives the histories of 21 
cases operated upon by this method, with 1 death 
from renal and hepatic complications. 

[This is an ingenious addition to the many 
operations already described for retrodisplacement 
of the uterus. Its use for prolapse, however, is not 
likely to find favour in Britain or America, though 
some American authors favour similar operations 
for prolapse following hysterectomy. The illustra- 
tions of technique are very good. 

Bryan Williams 


381. Fothergill’s Operation for Prolapsus Uteri. 
(Uterusprolapsoperasjon a.m. Fothergill.) 

By A. H. I. Jakozsen. Nord. Med., 40, 1874- 
1877, Oct. 15, 1948. 4 figs., 16 refs. 


382. The Late Results for Operation for Granulosa- 
cell Tumour. (Das weitere Schicksal unsere wegen 
Granulosazellengeschwulst operierten Kranken.) 

By E. Scrptapes. Zbl. Gynik., 69, 1219-1228, 
1947. 

Twenty-one cases of granulosa-cell tumour were 
operated upon in the course of 20 years in the 
author’s clinic at Budapest, and this review is 
undertaken with a view to determining whether 
these tumours should be regarded as malignant or 
benign growths. The types of operation performed 
included total hysterectomy and bilateral removal 
of adnexa (1), vaginal hysterectomy and bilateral 
removal of adnexa (5), subtotal hysterectomy and 
bilateral removal of adnexa (10), and salpingo- 
odphorectomy (not stated whether bilateral) (5). 
Almost all patients received prophylactic deep X- 
tay therapy [No reason is given why some had 
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X-ray therapy and others not, nor are any figures 
given.] The author was able to obtain information 
about all 21 patients; 13 were alive and well with- 
out any evidence of recurrence at between 2 to 18 
years post-operatively, and 1 had a local recurrence 
[no details are given in this paper but a full report 
is to be given in a further communication], while 
7 had died. In only 3 of these cases could death 


.be attributed to recurrence of the growth 2, 7, and 


II years postoperatively. The case histories of these 
3 cases are given in detail and it is pointed out 
that the tumour burst in 2 cases during removal 
and that a complete extirpation was impossible 
in the third. The author mentions that recurrence 
following spillage of tumour cells does not nece- 
ssarily mean that the tumour is malignant, as it 
is well known that simple papillary adenomatous 
cysts can form implantation metastases. It is con- 
cluded that the clinical course is that of a benign 
tumour if the histological findings are simple, and 
it appears that the type of operation is immaterial 
to success, It is interesting to note that all 3 patients 
who died from recurrence had had prophylactic 
deep X-ray therapy. W. P. Hirsch 


383. An Improved Operative Technique for Sal- 
pingostomy. 

By H. W. JoHNston. Amer. ]. Obstet. Gynec., 
55, 426-429, Mar. 1948. 1 fig. 

The author describes a new technique for the 
performance of salpingostomy. After an attempt 
at insufflation, air is forced into the uterine cavity 
and maintained at a pressure of 225 mm. Hg for 2 
minutes. If the tubes are not patent, the abdomen 
is opened. In some cases, marked crepitus is felt 
proximal to the maximum block in the tube. The 
tube is incised at the point of maximal crepitus 
and salpingostomy performed at this point. Four 
successful cases are described. Josephine Barnes 


384. The Advantages of Hysterosalpinogography 
under Fluoroscopic Control. 

By D. W. Gorpman. Urol. cutan. Rev., 52, 606- 
607, Oct. 1948. 2 refs. 


385. Stress Incontinence and Michon’s Operation. 
(L’incontinence orthostatique et Jlopération de 
Michon.) 

By R. Bourc. Gynaecologia, Basel, 125, 281- 
301, May 1948. 7 figs., 9 refs. 

Stress incontinence of urine in the female is 
usually due to trauma in labour, atrophy of tissues 
after hysterectomy, congenital aplasia of the 
urethra or urethral sphincter, or occasionally 
diffuse sclerosis in the region of the bladder neck 
after radium application. Before submitting the 
patient to operation, a thorough investigation of 
the bladder function should be carried out. The 
different methods of operative treatment are dis- 
cussed and Millin’s operation is criticized as being 
too difficult and fraught with risks. The Michon 
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modification of the Goebell-Stoeckel operation is 
described in detail and is considered the operation 
of choice. Three cases in which successful results 
were obtained with the Michon operation are 
described. D. M. Sheppard 


386. Transplantation of Abdominal Fascia for Relief 
of Urinary Incontinence. 

By J. S. Rusin and R. Marx. West. J. Surg. 
Obstet. Gynec., 56, 491-493, Sept. 1948. 21 refs. 


Urology. 


387. Urinary Stress Incontinence in Women. 
By A. R. H. Duaccan. Med. J. Aust., 2, 286- 
291, Sept. 11, 1948. 6 figs., 24 refs. 


388. Stress Incontinence in the Female. 
By P. A. Treany and H. K. Pacey. Aust. N.Z. 
J. Surg., 17, 247-252, April 1948. 1 fig. 


389. Non-operative Treatment of Urinary Inconti- 
nence in Women. 

By M. RasHpaum and C. C, MANDELBAUM. Amer. 
J. Obstet. Gynec., 56, 777-780, Oct. 1948. 7 refs. 


390. Prolapse of the Female Urethra. (Urethra- 
prolaps hos kvinnor.) 

By G. Auttorp. Nord. Med., 40, 1889-1899, 
Oct. 15, 1948. 1 fig., 7 refs. 


391. The Bladder in Genital Prolapse. 
By A. Trasucco. J. Amer. med. ASs., 137, 1578- 
1581, Aug. 28, 1948. 4 figs., 2 refs. 


Miscellaneous. 


392. Vulvo-vaginal Pruritus Associated with Hay 
Fever. 

By W. F. MircuHett, I. Sivon, and J. H. 
MITCHELL. Ann, Allergy, 6, 144-147, Mar.—Apr. 
1948. 2 re‘s. 


Histories of 8 cases in which vulvo-vaginal 
pruritus was the chief symptom of ragweed 
sensitivity are given. The patients were all females 
between the ages of 2 and 12 years. The condition 
responded to hypo-sensitizing. injection of pollen 
extract. R. S. Bruce Pearson 
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